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MaienanT melanomata of the vulva are rare. The publication of a 
case, therefore, and a review of the cases that have hitherto been 
published, seems justified, especially as the subject has so far not 
found its way into English literature, though occasional papers have 
been published in foreign journals. 

I have chosen to use the term “malignant melanoma” in pre- 
ference to “ melanotic sarcoma,” the name which is usually given to 
these tumours. They are not all sarcomata, though probably the 
majority of them are. The present paper will embrace all malignant 
melanotic tumours or melanomata of the vulva, whether they be 
sarcomata or carcinomata. It may be said at once that the real 
nature of many of these tumours is still a debatable point amongst 
pathologists. I shall refer to this again later. In a recent paper, — 
Blair Bell has discussed the subject of “pure sarcoma” of the vulva, 
and has reviewed the published cases. A review then of the melanotic 
variety of these tumours would seem to complete the picture and fill 
in a gap in an interesting and important subject. 

My own case is the following :——-The patient, an octipara, aged 73, 
was admitted to the Hospital for Women, Soho Square, on August 10, 
1907, under the care of Dr. R. T. Smith, to whom I am indebted for 
permission to publish the case. For 11 months she had noticed 
an irritation and itching of the vulva, which had drawn her 
attention to a tumour “like a small black cherry.” Her doctor 
tied a ligature round the base of the tumour, allowing it to slough 
off, subsequently cauterizing with silver nitrate. A month later the 
same symptoms returned and she again noticed a similar tumour in 
the same position as the former one, so her doctor sent her to the 
Hospital. On examination, an irregular ovoid tumour the size of 
a bantam’s egg, and of a black colour, was seen occupying that part 
of the vulva immediately above the clitoris. It arose by a broad 
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base and was not ulcerated. It was movable over the subjacent 
tissue and the surrounding structures were free from infiltration. 
The lower border of the tumour reached the prepuce of the clitoris, 
but the clitoris itself was free from growth. No other abnormality 
was noted on the vulva. There were no pigmented spots or moles. On 
the right side two enlarged inguinal glands were felt; on the left 
side there were no enlarged glands. 

On August 14th operation was performed. The inguinal incisions 
were first made: the inner ends of these were then united by a 
circular incision surrounding the tumour and extending well wide 
of it. The skin around these incisions was undercut, and both 
sets of inguinal glands, with the fat and connective tissue of the 
groins and the tumour itself, were removed in one continuous mass, 
care being taken to remove as much tissue as possible deep to the 
tumour. The clitoris and anterior third of each labium minus were 
necessarily removed. The incisions were sewn up and the wounds 
healed by first intention. In June 1908, the patient again came 
under observation with a large mass in the right groin, the skin over 
which was discoloured black. This was dissected out as freely as 
possible, and proved to be a mass of malignant growth similar in 
structure to the original tumour. The wound healed well, but in a 
few weeks recurrence had again taken place. In September 1908, the 
patient died. 

Microscopical examination of the tumour. The tumour consists 
of irregularly-shaped cells lying in a connective tissue stroma. The 
pigmentation is so rich that over the major part of the section the 
structure of the tumour is completely masked. The pigment is 
unevenly distributed; a few small areas are almost devoid of pig- 
ment, and in these areas the true structure of the tumour can be 
seen. The cells are large; some are round, some spindle-shaped, and 
some polyhedral with long processes. The connective-tissue stroma 
is distributed variously, it mostly passes in between the cells and 
separates them; sometimes 3 or 4 cells are enclosed in one mesh of 
connective-tissue, but this alveolar structure is poorly marked. In 
other places, larger areas of connective tissue are seen. The pig- 
mentation is very irregular in its distribution, and varies in colour 
from deep black in the coarser masses to golden brown in the finer 
granules. For the most part it entirely fills the cells so that coarse 
masses of pigment are seen, the only indication of its intra-cellular 
position being that the shape of the cell is preserved, but the proto- 
plasm and nucleus are entirely obscured. In other cells the pigment 
is distributed in granules, some fine and some coarse, permitting the 
nucleus and great part of the protoplasm to be seen; in others, the 
pigment lies chiefly around the periphery of the cell. The pigment is 
not entirely intracellular; in places the cell has become destroyed 
and the pigment has escaped and lies in a free condition in coarser 
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masses and fine granules. In places the connective tissue cells 
contain pigment, but this is not constant. Sections passing through 
the surface of the tumour show that it is covered with a remnant of 
epidermis. The deeper layers of this alone are left and the cells of 
the rete malpighii are loose and stain poorly. The tumour cells 
proper are separated from this by a layer of connective tissue, which 
contains occasional large tumour cells and many small round cells 
evidently of inflammatory origin. 

In certain places the interpapillary processes of the rete mal- 
pighii are long and attenuated and pass down deeply into the tumour, 
At the edge of the tumour and in the contiguous healthy tissue the 
epidermis is well marked. This part of the section was studied care- 
fully, to ascertain if there was any evidence of the origin of tumour 
cells from the deeper layers of the rete malpighii, but nowhere was 
there any indication of this. The impression given was rather that 
the epidermis was stretched and thinned out overthe tumour. On this 
important point I had the valuable corroboration of Dr. Arthur 
Whitfield, who has kindly examined my sections. At the edges of 
the tumour the subcutaneous tissues show a very abundant round- 
celled infiltration, almost certainly of a chronic inflammatory nature ; 
amongst these round cells there are occasional pigmented tumour 
cells. This zone is sharply marked off from the tumour cells proper 
and shows, I think, that the infiltrating nature of the tumour into 
the surrounding tissues is but slight, a fact that was borne out 
clinically. From a consideration of the above histological characters 
the tumour may be said to be a large mixed-celled melanotic sarcoma. 


The collection of the published cases of primary malignant 
melanotic growth of the vulva has been beset with many difficulties. 
Many cases have been imperfectly reported, some in their clinical, 
and others in their pathological details. In some instances it has 
been difficult to decide whether the tumour was primary on the vulva 
or only secondary to a primary growth elsewhere. In other cases, 
fortunately but few, I have been unable to gain access to the original 
papers, and have had to rely on the accounts of others. However, I 
have placed in the table at the end of this paper every case I have 
been able to find. I have also included in the list those cases in 
which the tumour was situated in the immediate neighbourhood of 
the vulva. The total number of such cases is 52. 

Before proceeding to a further discussion of primary vulval 
growths, there are many cases in this list which must be weeded out. 

Firstly, the tumour was situated in the vagina in the cases of 
Matthews, Boldt, Eggel, Parona and Hinselmann (2), and on the 
perineum in Fischer’s (2). In Schmith’s case it is uncertain whether 
the primary growth was in the vagina or labium majus. In Horn’s 
case it is almost certain that the primary growth was at the orifice of 
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the vagina and furthermore in this case it is extremely doubtful 
whether the tumour was a pure melanoma, or was not rather 
pigmented from alteration in extravasated blood (sarcoma hemor- 
rhagicum). 

Deducting these 8 cases of extravulval origin, there remain 
44 cases of true vulval origin. From this number still a few cases 
must be rejected as of doubtful primary origin. Klob saw at a post- 
mortem examination “nodules of melanotic cancer in the labia 
minora of an old woman who had died of generalized melanomatosis.” 
Cruveilhier’s case also was seen for the first time at a postmortem 
examination, in which the whole body was riddled with melanotic 
growths. In Kiistner’s second case, “a nodule of melanotic sarcoma 
was projecting from the urethra in a patient who had a large fixed 
pelvic tumour, ascites, and metastases throughout the abdomen.” 
Kaposi merely figures his case in his Atlas of Skin-diseases as 
“Melanotic Cancer” of the Labium Majus, but gives no further 
information. The reference to Tseitlin’s case is in the Index Medicus 
as “ Melanosarcoma vulvae,”” but I have been unable to obtain the 
original paper. I cannot obtain Weiss’s paper, and evidently others 
have been no more successful. Rosenbaum, though he includes it 
in his list, merely mentions it as “Carcinoma Melanoticum Vulvae,” 
and Hinselmann can go no further. Churchill’s case is unsatisfac- 
tory; it is quoted by Dauriac. After deducting these 7 cases of 
doubtful primary origin from the 44 recorded, there remain 37 cases 
of undoubted primary malignant melanoma of the vulva. 

An analysis of these 37 cases loses much value from the fact that 
in many of them certain details are not reported. Under each of the 
following headings, there are only a certain number of available 
cases. 

(1) Age: 33 cases are available. The youngest was 33 and the 
oldest 80. 

Age: 30-4 40-50 50-60 60-70 70-80 
Cases : 3 eu 6 sie 9 ie 9 ee 6 
This differs somewhat from the age incidence of ordinary carcinoma, 
for 72°7 per cent. of the patients were over 50, preference being thus 
shown to the more advanced periods of life. 

(2) Parity: 17 cases are available. Seven— 
Children: None One Two Three—Six Seventeen 
Cases : + pe 2 sats 1 ie 6 es 4 

(3) Position of the tumour: 37 cases are available. 

I ke es 
Labium minus ie ee 

Labium minus and clitoris 

Clitoris ... 

Mons veneris 

Urethra... Ken 

Extensive over vulva ... 


CO mm me COD DD 
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The preference shown for the labium majus is probably to be ex- 
plained by this part of the vulva being more pigmented than other 
parts. It is very noticeable that by far the majority of the tumours 
are situated on the anterior part of the vulva; of the tumours 
involving the labium minus alone, nearly all were in the anterior 
third. The same is to be noted in those cases involving the vulva 
more extensively. 

(4) The inguinal glands. In 31 cases special mention was made 
of these. In 25 they were affected, and in 6 they were free. In the 
cases in which they were free, nothing special is to be noted either 
in the duration of the disease before treatment, in the situation of 
the tumour, or its type. 

(5) Course of the disease. A general idea of this may be gained 
by a consideration of the duration of symptoms before the patients 
presenting tumours of a certain size and glandular enlargement came 
for treatment. For this, 24 cases are available, with symptoms last- 
ing under 3 months in 5; between 3 and 6 months in 5; and between 
6 and 12 months in 9, making a total of 81.8 per cent. with symptoms 
lasting 12 months and less; in 5 cases the symptoms lasted over 
1 year. Another method is to calculate the total duration of the 
disease by reckoning, in fatal cases, from the date of the first onset 
of symptoms until death, though in these cases the course of the 
disease must have been influenced by operation. Out of 15 available 
cases, the total duration of the disease was under 6 months in 3; 
from 6 to 12 months in 4; from 12 to 18 months in 6, and over 
18 months in 2 (Taylor and Maas). 

(6) After histories of the cases operated upon. These are sadly 
lacking. The tumour was excised in 35 cases. In 9 there is ab- 
solutely no after-history. In the remaining 26, the after-history is. 
completed in 19 by the patient dying; it is completed as regards 
recurrence in 4 more, and in the remaining 3 the after-history is too 
short to be of any real value as regards freedom from recurrence, 
except perhaps in Miiller’s second case, where the patient was still 
free after 3 years. These after-histories may be summarized in the 
following table :— 


Free from Recurrence after 
No. of Cases Died Recurred 3 years 5 months 2 months 


ms PP ks ae 2D oe Sa 


So, out of all the published cases of malignant melanoma of the 
vulva only one can be definitely said to be free from recurrence at 
the end of 3 years: a striking testimony to the extreme malignancy 
of this affection. 

(7) Pathology. (1) The variety of new-growth. 

In 33 out of the 37 cases, a microscopical examination of the 
tumour was made: of these 26 are described as melanotic sarcoma, 
detailed as follows :— 
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“ Melano-sarcoma ” 
™ ioe . 
“ Round-celled ” 
“ Large-celled ” ‘i 
“With irregular fusiform cells” 
“ Alveolar sarcoma” 
“ Alveolar myxo-sarcoma ” “ 
Six are described as melano-carcinoma (Miiller (2) Gebhard, 
Bailly, Franke, aati and eiaanntiet 
“ Melano-carcinoma ’ 
“Alveolar carcinoma” .. 2 

In 1 case (Piollet), the nature was sun definitely decided. 

Piollet says: “Is it to be called sarcoma, epithelioma or car- 
cinoma? Sarcoma because of the form of the individual cells, epi- 
thelioma or carcinoma, because of the distribution of the stroma. 
Perhaps one may hazard the opinion that it is an endothelioma.” 

In many of the above cases, especially in the later ones, the 
authors have experienced very much the same difficulty as Piollet, 
and have discussed the question as to whether the tumour should be 
called a sarcoma or a carcinoma. I shall not enter into a full dis- 
cussion of this subject, but in view of the difficulties and uncertainty 
which seem to exist, it will be profitable, I think, to outline briefly 
the chief views and differences of opinion which exist amongst 
pathologists, and, if possible, to assign to its proper place, this 
variety of tumour when it arises on the vulva. 

Malignant melanomata arise in one of two places, the choroid 
coat of the eye or the pigmented parts of the skin. The former are 
undoubtedly sarcomata, originating in the chromatophores or pig- 
mented connective-tissue cells of the choroid. It is concerning the 
malignant melanomata of the skin that so much difference of opinion 
exists. Some pathologists are of opinion that these all arise from 
connective-tissue cells, and are therefore sarcomata; others are 
equally of the opinion that they originate from the deeper layers of 
the rete malpighii, and should therefore be classed amongst the 
carcinomata. 

The subject has been investigated chiefly from a consideration of 
the pigmented moles or simple melanomata of the skin, for there is 
no doubt that a large majority of malignant melanomata arise from 
pigmented moles, and that the two conditions exhibit very striking 
resemblances and possess important histological relations. 

Ribbert, who is one of the chief champions of the sarcomatous 
nature of these tumours, asserts that the groups of cells lying in the 
cutis vera, which are such a prominent structure in pigmented 
moles, originate from the original chromatophores or connective- 
tissue pigment-cells of the skin; he saw transition stages between the 
true chromatophores and the cells comprising the cell-groups of 
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pigmented moles, and considered the latter to be young chromato- 
phores which have not yet acquired their pigment. Malignant 
melanomata, he considers, arise by a proliferation of these cells, 
and are therefore true connective-tissue tumours or sarcomata, 
Unna, on the other hand, holds that the cell-groups of pigmented 
moles are derived from down-growths of the deep epidermis, which 
have become snared off, as so to form masses of epithelial cells em- 
bedded in the corium. His main argument is that if such moles 
be examined in an early stage—i.e., from children,—such a snaring 
off of these downgrowths can be actually observed to be taking place. 
According to Unna, therefore, malignant melanomata, developing 
from pigmented moles, must be reckoned as epithelial new-growths, 
and in the same class he places all malignant melanomata 
of the skin. There is no doubt that the nature of the tumours 
cannot be ascertained from a consideration of the individual 
cells and stroma, and that the true key to the problem is to in- 
vestigate the actual connexion or otherwise of the tumour-cells with 
the epidermis. In this country the subject has been investigated by 
Dr. Arthur Whitfield, who has pointed out that although Unna has 
claimed to have demonstrated the connexion of these cells with the 
epithelium, he has not figured it clearly, and his specimens have 
failed to convince his opponents. Dr. Whitfield has examined a large 
number of pigmented moles and the pigmented growths derived 
from them, and has demonstrated clearly the connexion between the 
cells of both types of melanoma with the deeper layers of the 
epidermis. He has very kindly shown me many of his sections 
and microphotographs, and after a careful study of them, 
I am convinced of the epithelial origin of these tumours. But all 
malignant melanomata do not arise from pigmented moles. That. 
these tumours exhibit a great diversity of structure is obvious. 
Virchow recognized sarcomatous and carcinomatous varieties. It 
cannot be too strongly emphasized that in many cases, especially of 
the alveolar form, no opinion can be given by observing the arrange- 
ment and characters of the tumour-cells themselves, and that a true 
opinion can only be gained by searching the superficial portions of 
the tumour, to see if definite histological relations exist between 
the tumour-cells and the rete malpighii. If such relations can be 
established, or if the tumour has definitely originated in a pigmented 
mole, the nature of the tumour is carcinomatous; all other cases 
should, in the present state of our knowledge, be classed as sarcomata. 
(2) The probable origin of vulval growths. The above considera- 
tions may now be applied to a consideration of the nature of these 
tumours when they arise primarily on the vulva. The vulva is 
covered by true skin. The proportion of malignant melanomata of 
the skin arising from pigmented moles has been calculated by various 
authors. Out of 33 cases described by Eve, in 26 their origin could 
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In the following Table, Nos. 4, 8, 11, 18, 21, 31, 35, and 40 of extra-vulval 


Author and date 
Anderson, 1906 


Bailly, 1868 
Bliimke, 1891 
Boldt, 1906 
Churchill, 1887 
Cruveilhier, 1829 


Demarquay, 1868 
Eggel, 1907 
Fergusson, 1851 


Fischer (1), 1870 
Fischer (2), 1870 


Franke, 1898 


Gebhard, 1899 
Goth, 1881 

Haeckel, 1888 
Hertel, 1906 
Hinselmann (1), 1908 
Hinselmann (2) 
Hirschlaff, 1898 
Horn, 1896 

Holland, 1908 


Jahn, 1902 


Kaposi 
Klub, 1864 


Kistner (1) 
Kistner (2) 


Lafleur, 1889 
Langsdorff, 1890 
Maas, 1887 
Marshall, 1898 
Matthews, 1898 
Meyer, 1906 
Miiller (1), 1881 


Miller (2), 1881 
Parona, 1897 
Piollet, 1902 
P. Hewett, 1861 


Reed, 1906 
Rosenbaum, 1901 
Schmith, 1897 
Schwartzwiiller, 1905 
Siegel, 1906 


Sneguireff, 1902 
Taylor, 1889 


Terillon, 1886 
Torggler (1), 1900 
Torggler (2), 1900 
Tseitlin, 1903 
Wagstaffe, 1873 
Weiss, 1882 
Wiener, 1907 


Zimmermann, 1889 


Age Para 


: 


origin ; 
Position 


? “Vulva” 


Labium minus 
Labium majus 
Vagina 

Region of clitoris 
Labium minus 


Region of clitoris 
agina 
Skin of Mons veneris 


Labium majus 
Perineum 


Labia 


- clinical details given) 
Labium minus and prepuce 
vi Extensive over vulva 
iv Labium majus 
xvii Labium minus 
? Vagina 
? Labium majus 
vii Vagina 
xi pn of clitoris 


“parous” Labium minus 


4 


Labium majus 
? 


Labium majus 


? Labium 
? Urethra 


Clitoris 

Clitoris 

Clitoris 

Clitoris and labia minora 
Vagina 

Labia minora 

Clitoris 


Labium majus 
In vesico-vaginal septum 
Labium minus 
Labium majus 


0 Urethra 

viii Labium minus and clitoris 
ii Vagina and labium majus 
? Labium majus 

0 Labium majus 


? 
? 
? 
2 


4 Labium majus 


v Labium majus and minus 


Labium minus 
Labium minus 
Extensive over vulva 


Labium majus 

Labium majus and minus 
near clitoris 

Labium majus 


9 
ii 
i 
? 
0 


? 


the remaining 37 are the 


Inguinal Duration of symptoms 
glands 


_ treatment 
+ 


74 months 
6 months 

2 months 
° 


; 
? 


? 


5 months 
? 


+ 


9 months 


2 years 

11 months 
2 months 

4 months 

? 

? 

4 months 

11 months 


+ +4+4+°*+4+4+0] 


3 months 


| | 


to 


6 weeks 
3 years 
4 months 
2 months 
? 

9 


Several months 


24 years 
8 months 


8 months 
1 year 

? 

? 

10 weeks 


freee SO 40150 +4 0444 


1 year 


9 
5 weeks 
8 months 


9 years 


o|~|++o + 


3 weeks 


? 


+ 
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origin; Nos. 5, 6, 23, 24, 26, 48, and 50 are of doubtful primary vulval 
genuine cases of primary vulval origin. 


Treatment. 


Extirpation 


Extirpation 

Extirpated with glands 
Excised with glands 
Cauterisation 


“ Operation ” 


Removal of glands 


Excised with glands 
Removal of glands 


Excised with glands 


Excised with glands 
Excised with glands 
Excised with glands 
Excised 

Excised 

Excised with glands 
Excised with plands 
Excised with glands 


Excised with glands 


Excised with glands 
Local removal 


Excised 

Excised with glands 
Excised with glands 
Excised 

Excised with glands 
Excised with glands 
Excised with glands 


Excised without glands 


Excised without glands 
Excised with glands 


Excised with glands 
Excised with glands 
Excised 
Excised 
Excised with glands 
Excised with glands 
Excised 
Excised with glands 
Excised 
Excised with glands 


Excised with glands 


Microscopical. 


Melano-sarcoma 


? 
Spindle-celled 
Round-celled 


Melanotic carcinoma 


? 


Melano-sarcoma 
Melano-sarcoma 


Melano-carcinoma 


Alveolar carcinoma 
Alveolar melano-sarcoma 
Round-celled sarcoma 


Alveolar mixed celled sarcoma 


Melano-sarcoma 
Melano-sarcoma 
Alveolar carcinoma 
Alveolar spindle-celled 
Melano-sarcoma 


Round-celled sarcoma 


Melanotic cancer 


Melano-sarcoma 
Melano-sarcoma 


Large-celled sarcoma 
Round-celled sarcoma 
9 


Melano-sarcoma 

Large round-celled 
Melano-sarcoma 
Spindle-celled sarcoma 


Melano-carcinoma 


? Sarcoma or carcinoma 
? 


Round-celled 
Alveolar sarcoma 
? 


Melano-sarcoma 
Sarcoma with fusiform 
irregular cells 


Spindle-celled sarcoma 


Melano-sarcoma 
Round-celled 
Spindle-celled 

Alveolar myxo-sarcoma 


Alveolar sarcoma 


Round-celled 


Results and Remarks, 


Two operations : the second 1 year 
after first for removal of 
glands; died 1 year after 
second operation 

Died 6 weeks after operation 

Died in 9 months 

Recurrence in 6 weeks 


Result of a postmortem examina- 
tion 
? 
No further details given 
Tumour removed locally by liga- 
ture, 2 years before operation 
for removal of glands 
Died a few weeks after operation 
No recurrence after 11 years; 
Tumour removed from peri- 
neum by ligature before opera- 
tion on glands 
Two operations; died 8 months 
after the first 
Death from extensive metastases 
No recurrence in 5 months 
Died in 5 months 
Died in 5 months 
ied in 6 months 
Died in a few months 
Died in 5 months 
Died in 12 months 
Died in 13 months; second 
operation for recurrence 
Died immediately after operation 
extensive metastases 
Imperfectly reported 
Only the result of a postmortem 
examination 
No after-history 
Metastases in abdomen at time 
of operation 
No after-history 
No recurrence after 2 months 
Died in 2 months 
? 


No after-history 
? 


Died in 14 days (case is also 
reported by Behrend) 

No recurrence after 3 years 

Original paper cannot be found 

Recurrence in 18 months 

Died in 6 months: tumour origi- 
nated from mole ( ?) 

Died in 7 months 

“Lump in liver” in 6 months 

Died in 4 months 

No after-history 

No after-history 


Case not published; vouched for 
Bab 

Second operation; died 2 years 
after first 

Died in 8 months 

Died in few weeks 

Died in few days 

Paper cannot be obtained 

No after-history 

Reference cannot be found 

Recurred in 10 months 


Recurred in 6 weeks 
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be traced to a pigmented mole. There is no doubt that a pigmented 
mole precedes the malignant tumour in the majority of cases. 

Do malignant melanomata of the vulva arise from pigmented 
moles? Veit considers that they certainly do, and points out that 
on the vulva pigmented spots and moles are met with more frequently 
than on other parts of the body. That irregularities in cutaneous pig- 
mentation are frequently seen on the vulva is certain, but I do not 
think that true pigmented moles can be said to be common. I have 
examined all my hospital patients for them during the past year, and 
have not found one. Furthermore, Benzler, and later, Rave, have 
collected all the cases they could find of malignant melanoma, which 
had arisen from a pigmented mole, and did not find a single case of 
vulval origin. If we assume that the majority of malignant melano- 
mata arise from pigmented moles, and that pigmented moles are 
commoner on the vulva than elsewhere, these results do not harmonize 
with the view that malignant melanomata of the vulva arise chiefly 
from pigmented moles. 

In the cases I have collected I have sought for evidence on this 
point. In only 9 cases is any mention made of it. In the cases of 
Torggler (1), Miiller (2), Haeckel and Langsdorff, and in my own case, 
it is stated that the tumour did not arise in a pigmented mole and 
that no other abnormalities of pigmentation were to be seen on the 
vulva. 

Hirschlaff states that, in his case, the tumour probably arose 
from a pigmented mole, though he gives no reason for his statement. 
In Torggler’s second case there were pigmented patches on the 
healthy labia. Prescott-Hewett is more definite— The tumour was 
thought to have come on a brown spot on the anterior surface (of the 
labium majus), which was known to have been there for many years.” 
In Wagstaffe’s case, there was a small tumour which grew slowly for 
7 years and rapidly for 2. 

The evidence is, on the whole, against the frequent origin of 
these vulval tumours from pigmented moles. Sarcoma is accustomed 
to arise here as it does elsewhere, and is frequently of the pigmented 
variety, because the normal pigmentation of the vulva is so rich. 

Finally, melanotic sarcoma of the vulva is relatively more common 
than unpigmented or “ pure” sarcoma, though both are exceedingly 
rare. A careful search through the literature has enabled Blair Bell 
to collect only 21 undoubted cases of the latter. 
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Two Cases of Uterine Fibroid Showing Perithelio- 
matous changes: Long Immunity from Recur- 
rence after Operation.* 


BY 
Atpan H. G. Doran, F.R.CS., 
Senior Surgeon, Samaritan Free Hospital, 
AND 
Curnsert Lockyer, M.D., F.R.C.S., 
Senior Physician to Out-patients, Samaritan Free Hospital. 


Now, when hysterectomy for fibromyoma of the uterus is performed 
widely and with great success, the question of the possibility of 
malignant elements lying concealed in an innocent-looking tumour 
of this familiar type has become of high importance.t Kynoch ¢ 
describes a successful supravaginal hysterectomy for the removal of 
a bleeding fibroid: the patient was 48 years of age. The parts re- 
moved were put aside, very fortunately. Nearly a year later, a hard 
new growth, of the size of an orange, was removed from the anterior 
aspect of the right elbow. Then, for the first time, the fibroid was 
examined microscopically. Distinct sarcomatous degeneration was 
detected in its substance, and the secondary tumour proved to be a 
sarcoma of the same type. The patient died six months after the 
second operation, with metastatic deposits in the abdomen. Many 
similar cases must have been overlooked. 

Circumstances were quite different in the two cases which we now 
bring forward. In both, Mr. Doran, the operator, suspected that the 
fibroid was very malignant when he amputated the uterus. So it was 
with Dr. W. C. Swayne’s cases, recently discussed before this Section. 
In both, Dr. Lockyer examined the tumour microscopically and 
detected what was histologically a true malignant change. Month 
by month after each operation the operator expected to hear bad 
news, and he actually received a false report about the death of the 
second patient, which for a time completely misled him. 


*Read at a meeting of the Obstetrical and Gynecological Section of the Royal 
Society of Medicine, October 8th, 1908. 

+ The literature of the subject is voluminous. For a convenient summary, see 
Kelly and Noble, Gynecology and Abdominal Surgery (1907), p. 669. Sarcomatous 
degeneration was detected in 34 out of 2,274 cases (1.4 per cent.) of uterine fibroid in 
their statistics. ; 

t“ Zwei Falle von malignen Fibromyom des Uterus.” Archiv f. Gyndk., vol. 
ixxxii, p, 254. 
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Nevertheless, the first patient is living four and a half years after 
the operation, and has grown stout, and the second visited the 
operator over a year after her reported death and proved to be in 
good health and free from any evidence of recurrence two years and 
seven months after a hysterectomy, which seemed to him at the time 
to be sadly incomplete. 


Case 1. Cystic uterine fibroid of large size, in a quintipara aged 49. 
Infection of a loculus after tapping. Fibroma of ovary. 
Supravaginal hysterectomy : removal of the fibromatous ovary. 
Opposite Fallopian tube and ovary not removed. Uterine 
tumour malignant (perithelioma) according to microscopic 
appearances. Convalescence protracted through infection 
probably from the tapped loculus. Speedy recurrence ex- 


pected: yet patient living and very corpulent four and a half 
years after operation. 


Mr. Doran thus reports the case :— 


E.J., aged 49, was admitted into my wards in the Samaritan Free 
Hospital in November 1903. She had been under the care of Mr. 
Boodle of Sittingbourne, who informed me that her abdomen had 
been enlarging for seven years. She had been tapped by another 


doctor five weeks before admission, and over a pint of ropy fluid had 
come away without much diminution in the size of the tumour. The 
periods had been regular until 1902 when they ceased for six months, 
then a slight show of blood was observed and it re-appeared about 
every six weeks. I may add that a distinct catamenial period 
occurred a few days after admission. Mr. Boodle had not detected 
any evidence of cardiac or pulmonary disease and knew that the . 
patient was of abstemious habits. The girth of the abdomen at the 
umbilical level a few days before admission was 54 inches. The 
patient had been married for thirty years and had borne five children, 
the last confinement occurring 18 years before admission. There had 
been one abortion only and it had happened between two of her 
earlier pregnancies. When about eighteen, a year before her 
marriage, she was laid up with a mild attack of rheumatic fever and, 
during convalescence, there was, it appears, some kind of relapse 
which her friends called low fever. She was subject to attacks of 
bilious vomiting. She declared to me that she had recently lost 
flesh. 

Condition on admission. The patient looked fairly healthy, thin 
yet hardly cachectic. Both legs were slightly edematous. The 
abdomen was greatly distended, the measurements on November 5th 
being: Girth at umbilical level, 553in.; ensiform cartilage to 
umbilicus, 16}in.; umbilicus to symphysis pubis, 7}in.; right 
anterior superior iliac spine to umbilicus, 11}in.; left ditto to 
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umbilicus 9}in. Thus the girth had distinctly increased since 
Mr. Boodle had recently taken the measurement. 

The integuments of the abdominal wall were neither glossy nor 
cedematous, and there were no enlarged inguino-femoral glands. 
There was universal dulness excepting high up in the epigastrium 
and fluctuation at every point, not transmittible from flank to flank 
nor from the upper to the lower limits of the tumour. There was a 
scar below the umbilicus, the result of the recent tapping, and the 
parietes were much less tense at that point than higher up, as the 
above measurements showed. This fact suggested loculi. 

The uterus could be plainly defined, bulky and anteverted by the 
tumour, no part of which came down below the brim of the pelvis. 

The temperature was normal; the pulse about 84, small volume, 
regular. The urine was free from any morbid deposit or albumen; 
the specific gravity was about 1018. 

Operation. On December Ist, 1903, I removed the tumour, 
assisted by Mr. Butler-Smythe and Captain Illington, I.M.S. Dr. 
Llewellyn Powell administered gas and ether for the first half-hour 
and chloroform afterwards. 

When the peritoneal cavity was opened, a little fluid escaped, 
then a very vascular cyst-wall was exposed. The use of the tapping 
trocar caused severe bleeding. I at once prolonged the abdominal 
incision to four inches above the umbilicus. The omentum was 
strongly adherent, with its vessels greatly dilated. An artery and 
vein were ligatured, the remaining vessels were clamped and the 
omentum detached and tied in segments. Then I found that four 
inches of the transverse colon, including the splenic flexure, were 
firmly adherent to the cyst-wall, a thin layer of which I detached, 
leaving it on the bowel which was then set free. I was rather 
alarmed to find that the under surface of the transverse mesocolon, 
which adhered firmly to the upper part of the tumour, was torn in 
two places, but the lacerations were longitudinal and did not involve 
any of the big vessels. 

The fundus of the tumour could now be delivered through the 
abdominal wound. I broke down several big loculi to make its 
extraction easier: they were full of pale lymph. One loculus burst 
spontaneously ; it was full of fetid pus. 

I now found that the ovaries and Fallopian tubes were separate 
from the tumour, except that they were connected with it by free, 
soft adhesions. The tumour sprang from the uterus and from the 
root of the right round ligament which bore an enormous artery. 

Dr. Powell and Captain Illington transfused a pint and a half 
of saline fluid under each breast; in the meantime I ligatured the 
right ovarian vessels, the big artery in the right round ligament and 
some vessels in the left broad ligament. Then I amputated the 
uterus above the cervix, one assistant securing the uterine arteries as 
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they were divided and the other holding the bulky and heavy tumour 
till it came away with the body of the uterus and the right ovary and 
tube. The flap of serous membrane made in front of the uterus 
during amputation was sewn over the raw surface of the uterine 
stump. Some large vessels in the right broad ligament had to be 
secured. 

I repaired the two lacerations in the transverse mesocolon and, 
by means of sutures, carefully turned in the edges of the piece of 
cyst wall left on the colon. 

The peritoneal cavity was flushed with saline fluid, then I applied 
deep interrupted silkworm-gut sutures to the abdominal wound, 
flushed the peritoneum once more and lastly tied the sutures, leaving 
several pints of saline fluid in the abdomen. 

The operation took up nearly two hours, but there was no evidence 
of severe shock when the patient was returned to bed. 

The parts removed weighed 15 lb. 

Description of the parts removed. Dr. Cuthbert Lockyer drew up 
the following report :— 

The specimen consists of the uterus with its right appendages, the 
latter including a fibroma of the right ovary. The uterus is of the 
size of two fists. There is an interstitial fibroid in each of its lateral 
walls, its cavity is elongated and rendered convex on both sides by 
the bulging of the interstitial growths. The appendages have been 
removed flush with the surface of the uterus at the left cornu, and at 
this situation exists a large pedunculated fibroid outgrowth of the 
size of a Rugby football. From the whole width of the fundus pro- 
ceeds upwards a cystic fibroid growth of the same size as the enlarged 
uterus itself. 

The right appendages are so distorted at their origin that the 
Fallopian tube appears to spring from the uterus several inches away 
from the origin of the right ovarian ligament. The right round 
ligament bears a small fibroid tumour of the size of a walnut. The 
Fallopian tube is hypertrophied, elongated and twisted. The ovarian 
ligament runs into a solid fibrous tumour of the size and shape of a 
swan’s egg. 

Microscopic appearances. The large pedunculated tumour pre- 
sents several areas of what appears to be peritheliomatous change 
when examined microscopically. Such areas are not to be found in 
the other tumours. 

The mesoblastic changes consist in the appearance of small round 
cells, which lie in close connexion with numerous blood-vessels and 
appear in many instances to arise from their outer coats. These 
blood-vessels have fairly thick walls and are in no sense embryonic 
like the vessels within a more malignant sarcoma. The new small 
round cells, however, are indistinguishable from sarcoma-cells, they 
spread amongst the fibromuscular tissue in columns, they take up 
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hematoxylin more eagerly than muscle- and fibrous tissue-nuclei, 
and they show a tendency to aggregate in patches around blood- 
vessels like a round-celled inflammatory infiltration, but the cells 
themselves are larger than leucocytes and do not resemble them in 
any way. 

The fact, Dr. Lockyer adds, that there has been no recurrence 
since the operation may be accounted for partly by the limited area 
of the change, many sections showing no sign of the new disease, 
partly by the pedunculation of the tumour and partly by the fact 
that peritheliomata are less malignant than the more ordinary types 
of sarcoma. 

Mr. Doran continues :— 

Complications during convalescence. During the first week the 
patient suffered from slight mental disturbance, fancying that her 
nurses desired to kill her, and there was great flatulent distension on 
the third day. The pulse and temperature did not, however, rise 
very high, and the bowels were opened on the fifth day, and there 
was not any further trouble with them. On the eighth an area of in- 
duration could be felt about the seat of the ligatured omentum; on 
the fifteenth there was a very free discharge from the rectum of a 
greasy fluid mixed with old clots of a coffee-brown colour. The 
indurated area, which was palpable on the previous day, had dis- 
appeared completely. I suspect that one of the ligatures on the 
omental vessels, or one of the sutures applied to the piece of cyst-wall 
on the bowel, had become infected either from the intestine or from 
the pus which escaped from the loculus which had been tapped. It 
was not until the twentieth day that the patient began to improve 
steadily, and I did not think it advisable to discharge her until the 
middle of January 1904. The abdominal wound had by then healed 
perfectly, the abdomen was flat, the pulse good and the patient no 
longer irritable or suspicious. I greatly feared, however, that re- 
currence would speedily occur, judging from the naked-eye appear- 
ances of the tumour and the sections prepared by Dr. Lockyer. 

After history. Eight months after the operation, the patient 
wrote to me saying that she had quite recovered her health, though 
she still felt weak. Every month a little show appeared, associated 
with a great deal of pain in the back. 

During the Spring of 1905 the patient complained of slimy and 
fetid vaginal discharge, ultimately a ligature came away and the 
discharge ceased. By April 1906 she had grown very corpulent, 
weighing over 17 stone; she was quite able to attend to her household 
duties. The menopause was not complete until early in 1907. I 
believe that, considering that the patient was subject toslight mental 
disturbance, I did rightly in leaving one ovary, but I have discussed 
this subject elsewhere.* 


* “Subtotal Hysterectomy : After-histories of Sixty Cases.” Lancet, vol. ii, 1905, 
p. 1,810, and 7’rans. Obstet. Soc., vol. xlvii, p. 363. 
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On April 3rd, 1908, the patient wrote to me stating that she con- 
tinued to get stronger and was able to take fairly long walks. She 
was free from any pelvic symptoms. On August 5th she came to 
see me. She was clearly in very good health. The abdominal walls 
had become extremely fat and pendulous; the cicatrix of the abdo- 
minal incision was free from hernia or new growth. The cervix was 
small and fairly movable. There was no indication of any new 
growth or inflammatory deposit in the pelvis or abdomen. 


Case 11. Cystic uterine fibroid invading the left broad ligament and 
sigmoid mesocolon in a secundipara aged 36. Marked changes 
in left Fallopian tube and ovary. Deposit in parametrium, of 
doubtful nature. Uterus amputated above os externum, total 
hysterectomy appearing impracticable. Uterine tumours and 
growths in left tube and ovary malignant (perithelioma) 
according to microscopic appearances. Speedy recurrence 
expected, yet patient living and well two years and seven 
months after the operation. 


The following is Mr, Doran’s report of the case : — 

A.F., aged 36, was admitted into my wards in the Samaritan 
Free Hospital at the end of May 1905. Fifteen months previously 
she had discovered a swelling in the left side of the abdomen, and 
recently it had grown very quickly. The patient stated that she had 


lost flesh. She had been under the care of Dr. Whittaker of Elgin 
Avenue, Dr. F. McCann, and others. 

The patient looked very healthy. She was dark-haired, rosy- 
complexioned, fairly muscular, not stout and in appearance might 
have passed for a woman of thirty years of age. She had been 
married for thirteen years, and had borne two children, both in 
robust health. She had never aborted. The first labour, twelve 
years before admission, had been severe and the perineum was torn. 
The second, five years before admission, was rapid and spontaneous; 
but the patient was kept in bed for a month for some reason which 
was not clearly explained to her. “Torn or something,” as she ex- 
pressed it, seemed to imply an injury during the labour; I shall 
return to the point when describing the condition of the vagina and 
cervix. There had been no symptoms of pelvic disease since con- 
valescence from the second puerperium. The significance of two 
normal pregnancies only, at a long interval, in this healthy subject 
was not clear. Since the first pregnancy the patient had been subject 
to varicose veins on the outer side of the left leg. Four years before 
admission, when her youngest child was a year old, the patient had 
two attacks of “constipation” relieved by enemata. here was no 
history of any other illness, or of hemorrhages. 

Condition on admission. As above observed, the patient looked 
very healthy. The abdomen was irregularly distended by a tumour 
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which lay more to the left of the middle line than to the right. The 
integuments seemed healthy, being free from edema or glossiness. 
The tumour was deeply lobulated; a lobe on the right, somewhat 
soft, reached above the umbilicus, a still softer lobe made up the 
entire left portion, a firm lobe lay in the right iliac fossa, and a 
small, very hard body, could be defined immediately above the pubes, 
almost in the middle line. 

The soft left lobe was very prominent and, on its surface towards 
the right, was an area of resonance on percussion extending to its 
upper limits: The entire tumour was movable to a limited extent. 

The cervix was very firm in consistence and continuous with the 
hard lobe above the pubes. I could not find any laceration, but I 
detected a suspicious, irregular, bleeding growth on the vaginal wall 
in the left fornix, possibly the result of some injury during the 
second labour. I thought, at the time, that it was a malignant 
growth which had proceeded from the abdominal tumour and per- 
forated the vaginal wall. After repeated examination, however, I 
found that when the tumour was moved there was no dragging on 
the left fornix. The right and posterior fornices were free. 

On enquiring about the catamenia, I found that they appeared 
regularly at intervals of three weeks, as had been the case ever since 
their establishment, and were not associated with much pain. But 
during the last five or six months before admission they became much 
more free and a little show had occasionally been noticed between 
periods, On June 11th, when the patient was under my care, profuse 
show set in, at the right date. The patient said it was the most 
severe period that she had ever passed through. 

The urine was pale, clear, acid, of low specific gravity, and even 
catheter samples contained a trace of albumen. The pulse was 108, 
small, not quite regular, and the temperature never rose over 99°4. 
I could not make out any morbid condition beyond the limits of the 
genital tract. 

The tumour seemed undoubtedly to be a fibroid, the catamenial 
history confirming the diagnosis, but it was not clear that it was 
entirely uterine, the resonant tract over the left lobe suggesting 
intestine pushed up by invasion of its mesentery. 

I did not operate until after June 16th, when the show of blood 
had ceased. In the meantime strychnine and ergot were administered 
to the patient. 

The operation. I operated on June 17th, 1905, assisted by Mr. 
Butler-Smythe and Dr. Ernest Travers; Mr. A. S. Morley ad- 
ministered the anesthetic. The pelvis was raised high. On opening 
the peritoneal cavity, I found the omentum strongly adherent to the 
surface of the big left lobe. The uterus, very bulky, formed the 
hard lobe which lay above the pubes. The right Fallopian tube and 
ovary were seen to be normal. The left tube was very long and thick, 








Fic. 1. The uterus, tumour, and appendages from Case ii, showing (1) the 
appearance of the cystic myomatous perithelioma and its relations to the uterus. 
(2) The uterus amputated above the cervix, with deposits of new growth on the cut 
surface and in the walls higher up, laid open to show the uterine cavity which also 
bears new growth. (3) The left Fallopian tube much enlarged and elongated by 
new growths in its walls. 


Fic. 2. Section of the tumour. B.V., Blood vessel; L.E., Lymphatic embolus ; 
P.G., Peritheliomatous growth; M., Uterine muscle; T., Tubules from mucosa. 


Fics 2 to 6. Microscopic sections from the parts removed in Case ii, from draw- 
ings by Dr. Cuthbert Lockyer. 
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the left ovary was somewhat enlarged and closely applied to the big 
lobe which had opened up not only the base of the left broad 
ligament, but also the sigmoid mesocolon, so that the sigmoid colon 
ran down the surface of the big lobe towards the right, accounting 
for the area of resonance above described. Enucleation of the lobe, 
the base of which lay very deep, proved difficult. I detached the 
colon and its mesentery without damage to either, and tied and 
divided the left ovarian vessels. The whole tumour was thus set free 
except from its connections with the uterus and left ovary. 

The condition of the parts adjacent to the tumour in the left 
iliac region seemed highly unfavourable. There was deposit in the 
left parametrium, between the cervix and the bladder and in the 
left round ligament which was very thick. I tied off the right 
ovarian vessels, cut through the broad ligament, secured and divided 
the round ligaments and then amputated the uterus above the cervix, 
which was fixed by the deposit. The uterine vessels were secured 
as they were divided ; they lay in very dense tissue and could not be 
isolated before ligature in the usual manner. The muscular walls 
of the uterus appeared very unhealthy, and I could not dissect up 
a good peritoneal flap anteriorly. I made a V-shaped incision 
through the uterine walls above the cervix and sewed together the 
raw surfaces with No. 1 silk in two layers. The omentum, full of 
very big vessels was resected close to the transverse colon as it was 
unavoidably damaged when separated from its close adhesions to the 
tumour. There was much oozing in the left iliac fossa; the 
peritoneum was flushed with saline fluid, and as the pulse was failing 
Dr. Travers and Mr. Morley injected several ounces of saline fluid 
with thirty minims of adrenalin into the right median basilic vein, 
and liquor strychnine was administered hypodermically. The 
abdominal walls were closed in two layers. 

The tumour, with the body of the uterus, weighed two pounds 
and a half. During the enucleation of the big left lobe from the 
iliac fossa, about a pint of pale yellow fluid escaped from a cystic 
cavity in its interior. Small solid masses, suggesting myosarcoma, 
grew from the outer surface of the lobe into the pelvic and iliac 
connective-tissue. 

Description of the Parts Removed. The specimen (Fig. 1), Dr. 
Cuthbert Lockyer reports, is made up of a thick-walled uterus, both 
appendages, and a large, adherent, partly cystic uterine growth 
which has burrowed deeply into the left broad ligament. The uterus 
has not been removed entire, so that its cut surface presents a very 
broad base. Its walls vary from one inch to an inch and a half in 
thickness; on section they show numerous small, smooth pea-like 
growths. Its anterior surface is roughened by recent, deep-red 
adhesions, especially marked upon the left side. 

The right appendages are represented by an elongated Fallopian 
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tube, the ovarian ligament, and a cystic ovary. The mesosalpinx 
and mesometrium are wanting. The left appendages are extensively 
altered. The Fallopian tube is six inches long and one inch in 
diameter and is thickened and nodular. The left mesosalpinx is made 
thick by a nodular solid growth which fuses with the large partly 
solid and partly cystic growth extending into the parametrium from 
the left side of the uterus. This growth measures twelve inches by 
eight by four in its three diameters. Its lower half is cystic and its 
upper part solid. The cystic portion is rough and devoid of 
peritoneum, whilst the upper part is covered by the expanded left 
broad ligament. The left ovary is enlarged and on section is found 
to contain a nodular growth similar to that which invades the tube 
and mesosalpinx. 

Microscopic Appearances. Sections have been prepared from the 
uterine wall (Figs. 2 and 3), the left Fallopian tube (Fig. 4), the 
mesosalpinx, the left ovary (Fig. 5), the large tumour in the left 
parametrium, and the left round ligament (Fig. 6). They all show 
the respective organs and tissues to be invaded by a perithelioma. 
The cells of the latter resemble in size, shape, and staining charac- 
teristics, those cells which make up the lymphomatous stroma of the 
endometrium. This resemblance is brought into prominence in the 
sections of the uterus to which hypertrophied endometrium is 
attached, and here the new growth fuses with the endometrium as 
if arising from it. The cells, however, are seen to spring from the 
adventitia of the blood-vessels; they form large oval collections, and 
lie in alveolar spaces amongst the muscle of the uterus and tube. 
The ovarian deposit consists of a uniform mass made up of oval 
clusters of these cells with a small amount of connective-tissue 
binding the clusters together. The same may be said of the structure 
of the large solid uterine tumour in the left parametrium. In the 
mesosalpinx are seen large vessels with their lumina plugged by 
emboli consisting of these small lymphoid-looking cells, but wherever 
distributed their close connection with the outer coats of the numerous 
blood-vessels is very apparent. 

Mr. Doran continues : 

Complications during Convalescence. In this, as in the former 
case, there was not such speedy uncomplicated convalescence as is usual 
after hysterectomy for fibroid. When the operation was concluded, 
I did not expect that the patient would have survived for many 
hours, as I was under the impression that malignant material had 
been unavoidably left behind in the parametrium. We all know 
that when malignant tissue, more or less wounded by the knife and 
by ligatures, is left within the peritoneal cavity pernicious oozing is 
liable to occur and speedy advance of the disease is certain. "When, 
most unexpectedly, the patient not only recovered but was restored to 
her former good health, I never expected that her respite would be 





Fic. 38. Section through an intra-uterine blood-vessel showing peritheliomatous 


new-growth. New-growth protruding into lumen of vessel. 


Fic, 4. Section through the left Fallopian tube. B.E., Embolus of new-growth 
in blood-vessel.  T.,Tubal mucosa. P., Tubal peritoneum. B.C., Shrunken thrombus 
in blood-vessel. 














Fic. 5. Section through the left ovary. 8.D., Deposit in ovary. O.8., Ovarian 
stroma. 





Fic, 6. Section through the left round ligament enlarged to twice the natural 
size, as seen through transmitted light. The shaded areas represent new growth. 
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of long duration. The microscopic appearances so plainly seen in 
the sections which Dr. Lockyer prepared with great care, indicated 
malignancy most distinctly. Yet the after-history has up to the 
present belied our gloomy prognosis. 

On the night after the operation, reaction was marked, the 
patient being slightly delirious. On the afternoon of July 18 an 
attack of dyspnea occurred, lasting for forty minutes, the cause of 
this alarming symptom was not clear. The patient was soon able to 
take food by the mouth; on July 19 the bowels acted spontaneously, 
in the night there was slight delirium. On the 20th much solid 
motion came away after an olive oil enema. The patient had been 
constipated for months, and although she had been carefully prepared 
for a fortnight before the operation some old scybala had remained 
until the oil brought them away. The abdominal wound healed 
well. On June 23rd the evening temperature rose to 103°, and 
reached that height every evening until the 29th. This alarming 
symptom was associated with fetid stools, followed by fetid 
discharge independent of the motions. The varicose veins in the 
left leg became inflamed on July 23rd. This troublesome symptom 
soon subsided, but I felt that the patient’s condition was very 
precarious, and did not allow her to leave the hospital until August 
10th, 1905. 

The formidable symptoms were probably due to parametritic 
inflammation, easily explained, yet it is strange that no suppuration 
occurred, nor did any characteristic infiltrations in the groin and 
above the vaginal fornices develop. I ascribed them, at the time, toa 
much more serious condition, and never expected to hear satisfactory 
news of the patient after her discharge from the Samaritan Hospital. 

After History. To my great surprise the patient came to see me 
at the hospital on November 2nd, 1905; she had walked over two 
miles in the rain, yet was not tired, and looked as well as she did 
before the operation. She complained of attacks of hot flushings 
and trembling about three times a week and the periods had never 
been seen since the operation. On November 13th, I examined 
the patient. The abdominal wound was well healed and there was 
no deposit to be felt in the parietes nor any tumour to be defined 
behind them. The cervix was fixed, there was no trace of the 
bleeding growth on the vaginal mucosa in the left fornix, noted 
before the operation, but simply a distinct thickening of the vagina 
bearing two small fleshy wattles. Thus at least there had been no 
extension of the suspected malignant disease into the vagina. I 
prescribed ovarian tabloids to relieve the menopause symptoms. 

About a year later, I was informed that this patient had died, 
shortly after the visit to the hospital in November, from septic 
pneumonia following inflammation of the right saphena. This report 
seemed only what might have been expected, although I remembered 
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that the post-operative phlebitis was in the left lower extremity. No 
doubt, I thought, the new growth had become active and obstructed 
the veins in the right leg. 

I continued to watch Case i, and to be somewhat surprised at 
the patient’s immunity from recurrence. Yet after all, I had 
probably removed all the new growth at the operation. In Case ii, 
it appeared clear that my operation was incomplete. It seemed 
strange that the patient ever left the hospital alive, but I was not in 
the least astonished to hear of her death within seven months after 
the operation. Early last year I intended to publish a parallel 
between the two cases which would have been most interesting and 
instructive were it not for the all-important fact that it would have 
been radically incorrect and misleading. For the second patient was 
all the time alive and well! 

Fortunately I delayed preparing my remarkable parallel. On 
February 12th, 1908, a patient came to see me at the hospital. She 
complained of dyspepsia, due, so far as I could make out, to 
excessive tea drinking, but added that she had gone on wonderfully 
well since her operation. Then on looking into my note-book, I 
found she was Case ii, and there was the report of her death. On 
further enquiry, it transpired that I had received a false report 
referring to some other patient who had never been under my care. 

The patient looked very healthy, just as she appeared before the 
operation and had distinctly gained flesh. There had been no period 
since the operation, and the menopause symptoms had passed away 
soon after her last visit in 1905. On examination, I found the 
abdominal cicatrix perfectly healthy and the parietes supple. There 
was no evidence of the existence of any abdominal tumour. The 
cervix had become very small and was still fixed, the two fleshy 
wattles in the left fornix had almost disappeared. There was a 
little resistance above the left fornix just definable in bimanual 
palpation. The right and posterior fornices were free. 

Such was the patient’s condition two years and seven months 
after the operation. In the whole of my operative experience I 
never came across a case where the after-history so thoroughly belied 
operative and pathological evidence. 

These cases show the imperative necessity for careful observation 
of all patients from whom uterine fibroids have been removed. Only 
by such observation can we expect to gain anything like accurate 
knowledge as to the effects on the patient’s organism of the removal 
of the fibroid uterus, with or without cervical or ovarian tissue, so 
that we may see how far clinical experience agrees with the 
physiological experience of Blair Bell, Bond, Carmichael and 
Marshall and others, and only by such observation can we expect to 
calculate with something like precision the chances of malignant 
change being overlooked or misinterpreted. 
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Some Notes on a Case of Perithelioma of the 
Endometrium.* 


By G. F. Darwatt Suiru, B.M., B.Ch. (Oxon.), F.R.C.S (Eng.), 


Senior Surgeon to Out-patients to the Samaritan Free Hospital for 
Women, London; Physician to Out-patients to the British 
Lying-in Hospital. 


Tus case has been already published, but without the micro- 
photographs reproduced herewith, which were very kindly taken for 
me by Dr. Harold Spitta in the Peirse-Duncombe Laboratory of 
St. George’s Hospital. The clinical history of the case will be found 
in vol. xlix of the Transactions of the Obstetrical Society of London. 
The sections shown in the micro-photographs were made from tissue 
curetted from the cavity of the uterus before hysterectomy had been 
performed. 

Nearly the whole of the tissue thus removed was composed 
of the cells of the growth. These are slightly elongated 
in shape, and can be seen quite clearly to be budding from the 
periphery of the smaller vessels in very many parts of the sections. 
Some parts of the growth are quite necrotic. In one or two places, 
which are probably the older parts of the growth, the cells are almost 
glandular in type, but are seen to be arranged closely about the 
periphery of small vessels (see Plates I, II, and III). Very few 
endometrial glands are found in the sections, and the few that are 
present show some proliferation of the cells lining them. 

After removal the uterus was found to be only slightly enlarged. 
When hardened it measured 3 inches in length externally and 
24 inches internally. The exterior appearances were normal. On 
slitting up the anterior wall of the uterus the cervix appeared normal 
to the naked eye, but at the fundus and projecting downwards into 
the uterine cavity was a soft friable growth, which was distinctly 
paler than the surrounding mucous membrane. Under the micro- 
scope, sections taken from the site of the growth show the origin of 
the growth less clearly than does the tissue removed by the curette, 
but still its peritheliomatous origin can be made out distinctly in one 
or two places. Almost the entire growth is made up of cells of 
approximately the same character as the majority of those seen in 
the curetted tissue. Scattered about here and there are a few 
capillaries, but they are by no means plentiful. Strands of elongated 
cells can be seen at intervals running into the growth from the region 


*These notes are partly taken from a short communication read before the 
Obstetrical Society of London, March 1907. 
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of the uterine muscle. These seem for the most part either to be 
or to contain small blood-vessels. No endometrial glands have been 
seen in any of the sections cut from the site of the growth. The 
growth infiliates the uterine muscle at its base, and fairly numerous 
small round cells are visible scattered among the muscle fibres for 
some distance towards the peritoneal surface of the uterus. There 
is much less necrotic tissue in these sections than in those from the 
tissue obtained by the curettage. Sections taken from the cervix 
showed nothing abnormal. 

Borremann has described malignant perivascular growths as being 
of two varieties: one the true perithelioma arising from the adven- 
titia, in which the long axes of the cells are arranged radially to the 
lumen of the vessels (see Plate II. of the present case); and the other, 
which he called periendothelioma, arising from the endothelium of 
the perivascular lymphatics, in which the long axes of the cells are 
parallel to the lumen of the vessels. 

If these definitions be accepted, it is submitted that this growth 
is a true perithelioma. The argument that ordinary sarcoma may 
show this arrangement as the growth extends and hence that this 
growth may be an ordinary sarcoma, is met by the fact that the 
oldest parts of the growth show the peritheliomatous arrangement 
best. The oldest parts of the growth are distinguished by (1) 
necrosis (see Plates I. and III.), and (2) a less embryonic type of 
cell (see Plate III.). The present case, of course, differs considerably 
from the cases described by Mr. Doran and Dr. Cuthbert Lockyer in 
the present number of the Journal of Obstetrics and Gynecology of 
the British Empire, both in its site of origin and in some of its innate 
characters. The only other case of perithelioma of the uterus of 
which I have been able to find any record was shown to the Royal 
Academy of Medicine in Ireland by Dr. Hastings Tweedy in 
November, 1906, but I have not been able to find any account of it 
in the Transactions of that Academy. 

The present case was referred to the Pathology Committee of the 
Obstetrical Society of London, and was reported on as follows :—- 
““We have examined the specimen and the microscopic sections 
taken from it, and agree that it is a type of sarcoma, best described 
as perithelioma, for reasons given by the exhibitor.” 

My best thanks are due to Dr. Dakin, under whose care this case 
was, for allowing me to publish it. 





PLATE I. 
PERITHELIOMA OF ENDOMETRIUM. 


General view under low power, showing arrangement of growth around the capillaries. 























PLATE TI. 
PERITHELIOMA OF ENDOMETRIUM. 
View under high power, showing arrangement of cells about the capillaries with 


their long axes radial te the capillary lumen. (N.B.—The nuclei only show in this 
photograph. ) 








PLATE ITI. 
PERITHELIOMA OF ENDOMETRIUM. 


View under low power showing one of the older parts of the growth, where the 


cells are almost glandular in type. Under the microscope blood corpuscles can be 
seen in the central spaces (such as the one marked x), each of which is surrounded 
by a layer of endothelium. 








Russell Andrews: Hydatid Cyst in the Pelvis 333 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


L 


A Case in which Pregnancy was Complicated by the 
Presence of a Hydatid Cyst in the Pelvis. 


By Henry Russert Anprews, M.D., B.S. (Lond.), M.R.C.P., 
Assistant Obstetric Physician to the London Hospital. 


Hypatip cysts so rarely complicate pregnancy or labour in England 
that the following case seemed to be worthy of record. 


E.H., aged 27, was admitted into the London Hospital on 
December 27th, 1907, complaining of bearing-down pain of 3 weeks 
duration, “pressure on front and back passages,” and increasing 
difficulty in defecation and micturition. For 5 days she had been 
unable to pass feces, then, after a dose of castor-oil, she passed a 
small motion with great pain and difficulty on the day before her 
admission. In the last week she had vomited three or four times 
a day. 

She was 32 weeks advanced in her third pregnancy. Her first 
pregnancy and labour, 6 years ago, was uneventful. At her second 
confinement, 4} years ago, she was delivered by forceps. She re- 
mained in bed 3 weeks and then was sent to the great Northern 
Hospital, as she was found to have an abdominal tumour. <A few 
weeks later she was admitted and a hydatid cyst removed by 
Dr. Blacker. 

On abdominal examination on December 27th, 1907, a median 
laparotomy scar was seen. The pregnant uterus reached almost up 
to the ensiform cartilage. The child lay with the back in front and 
to the left, with the vertex presenting. 

On vaginal examination a large tumour was felt in Douglas’s 
pouch, extending down almost to the anus. The tumour was elastic 
but extremely tense. The cervix was situated high up in front, 
above the top of the symphysis pubis. The posterior vaginal wall 
was cedematous. 

Rectal examination showed that the rectum was pressed in by 
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the tumour to sucb an extent that it was converted into a semilunar 
slit. 

The patient was relieved greatly by an enema and the passage of 
a catheter. 

The foot of the bed was placed on chairs with much success, the 
patient complaining of no more pain for several days. After the 
first 24 hours she was able to pass water naturally. Three days after 
admission she passed a motion without the aid of an enema. 

The tumour, though definitely elastic, was so tense that it might 
easily have been mistaken for a softened uterine fibroid. If I had 
not heard that Dr. Blacker had removed a hydatid cyst four years 
previously I should have thought that the tumour was ovarian. With 
the help of the previous history a diagnosis of hydatid cyst in 
Douglas’s pouch was made. 

It was evident that the patient could not be delivered, with the 
cyst in situ, except by Cesarean section, so I decided to evacuate the 
cyst by means of a vaginal incision. As, however, it seemed possible 
that the change in position of the uterus which would follow evacua- 
tion might induce labour, I decided to wait as long as the patient 
had not much pain and there were no signs of suppuration in the cyst. 

On January 2nd, 1908, the patient began to complain again of the 
feeling of pressure, and a blood-count showed a considerable increase 
in the proportion of eosinophile corpuscles. 

On January 4th she was anesthetised, and I incised the cyst 
through the posterior vaginal wall. Two pints of hydatid fluid were 
evacuated, together with numerous small cysts varying in size from 
that of a pea to that of a large marble. The fluid contained leucocytes 
and the cyst was apparently beginning to suppurate. There was 
slight hemorrhage from the vaginal incision, necessitating the in- 
sertion of two sutures. A rubber drainage tube was left in the cyst 
cavity. The cervix came down to its normal position immediately. 
A suppository containing half a grain of morphia was administered. 

On January 10th labour came on spontaneously, and was un- 
eventful except that during delivery a few small cysts was squeezed 
out of the collapsed cyst. The child weighed 5lb. 120z. The 
mother made a good recovery. During the first week after delivery 
there was a slight degree of pyrexia, the temperature rising to 101° 
on two occasions. Mother and child left the hospital on January 26th. 
N othing abnormal could be felt then except a little thickening of the 
upper edge of the vaginal incision. 


Kiistner (Zentralbl. fiir Gyndkologie, No. 44, 1907) reports a case 
which is very similar to my own. The patient had a hydatid cyst of 
the liver removed in October 1903. In January 1907 she was seen by 
Kiistner. She was then 32 weeks pregnant. Behind the cervix there 
was a tumour about the size of a fist, fixed, situated chiefly in the 
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true pelvis. On February 15th, when the pregnancy had reached 
35 weeks, Kiistner performed Cesarean section. The child, which 
weighed 2500 g., was born in a condition of asphyxia, and attempts 
at resuscitation failed. On pulling the uterus forwards a multi- 
locular hydatid cyst was found and removed partly by cutting, partly 
by blunt dissection. It was impossible to decide whether its site was 
intra- or sub-peritoneal. The hemorrhage which resulted was difficult 
to treat, so the uterus was removed to give more room. The patient 
made a good recovery. 

Kiistner refers to three other cases of Cesarean section for obstruc- 
tion due to hydatid cysts, all fatal, but all belonging to “the olden 
time.” 
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II. 


A Case of Hydatid Cysts Complicating Pregnancy. 
Porro-Czsarean Section. Extrusion of Suppurat- 
ing Cysts through Abdominal Wound. Recovery. 


By G. Brackxer, M.D., F.R.C.P., F.R.CS. 


S.A.G., 31 years of age, was admitted into University College 
Hospital on April 8th, 1896, 8} months pregnant, and complaining 
of a tumour in the abdomen. 

She gave a history that in the year 1887 she was seized with an 
attack of abdominal pain, nausea and vomiting. She consulted a 
doctor, who told her that she had a tumour in the abdomen, which 
was inflamed. On this occasion she was confined to bed for one week. 
About one year later (1888) she had a similar attack, on account of 
which she was compelled to remain in bed for three weeks. At this 
time the late Dr. William Playfair, who was called in consultation 
to see her, told her friends that she was suffering from an inflamed 
fibroid tumour of the womb, which was not likely to cause her any 
serious trouble unless she married and became pregnant. Since 1888 
her general health had remained good, except that she had occasional 
attacks of abdominal pain from time to time; her periods were regular 
and not excessive, and she had never suffered from any vaginal 
discharge. 

On her admission to the ward 38 weeks had elapsed since the last 
day of the last menstrual period, which ended on July 22nd, 1905. 
Abdominal examination showed the presence of the uterus enlarged 
to the size of an 8} months pregnancy. The foetus was in the first 
vertex position, and the head, well flexed, was lying above the pelvic 
brim. The child was alive and the foetal heart sounds could be well 
heard, as could also a funic souffle. On vaginal examination the 
cervix was found to be pushed forwards to within a finger’s breadth 
of the back of the symphysis pubis and to be situated three inches 
from the vulva. The vaginal portion of the posterior lip was some- 
what flattened out, and the external os just admitted the tip of the 
finger. Occupying the pouch of Douglas was a rounded, softish 
tumour, almost filling the posterior half of the pelvis, reaching 
below the level of the cervix and apparently attached to the posterior 
wall of the supravaginal portion. The tumour could not be pushed 
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up out of the pelvis and the distance between its anterior surface and 
the lower border of the symphysis pubis measured 2} in. 


On rectal examination it was found impossible to reach the upper 
limit of the tumour with the finger, but it felt softer than it did by 
vaginal examination. The patient’s general appearance was that of 
a healthy, well-nourished woman. Physical examination revealed 
no disease of the heart, lungs, or other organs. There was nothing 
of note in the family history, and the patient stated that she had 
never resided out of England. The urine had a specific gravity of 
1015 and contained neither albumen or sugar. 


After consultation with my colleague Dr. Herbert Spencer, it was 
decided that as the pelvic tumour was almost fixed, and therefore 
was not likely to become drawn up out of the pelvis during labour, it 
would be best to perform Cesarean section. 


The tumour was thought to be a fibroid growing in the cellular 
tissue from the supravaginal portion of the cervix. 


On April 16th an abdominal examination showed the child to be 
lying in the first breech position, and the fetal heart sounds were 
well heard just above and to the left of the umbilicus. 


On April 17th, 1896, Porro-Czsarean section was performed. The 
operation was carried out in the manner usually adopted at that date 
(1896), and the lower part of the uterus was encircled by the wire of 
a serre noeud, amputated above this level, transfixed with pins, and 
fixed by sutures in the lower angle of the abdominal wound. The 
wire was placed beneath the level of the right ovary, which was 
partly cystic and was completely removed, and across the left ovary 
a portion of which was left attached to the stump of the uterus. Some 
adhesions between the omentum, the back of the uterus, and the upper 
surface of the tumour were divided and ligatured. No attempt was 
made to remove the tumour, which was situated in the pouch of 
Douglas and appeared to be firmly attached to the surrounding 
structures. The stump was dusted over with iodoform and tannic 
acid powder and dressed with carbolic gauze. 


The child, a healthy female, measured 193 in. in length, and 
weighed 5 lb. 3 oz. 


The patient’s condition at the end of the operation was good, and 
there was practically no shock. For the first three days the progress 
was uneventful. On the fourth day the temperature rose to 100.4, 
and she complained of pain in the right iliac fossa. On the following 
day the evening temperature was 103.4, and the wound was accord- 
ingly dressed. It looked healthy, and there was no sign of any 
inflammation round it. The pain in the iliac fosse continued for the 
next few days, and the temperature ran a somewhat irregular course. 
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On the ninth day a good deal of the stump was cut away, and when 
the serre noeud, which had been tightened each day, was removed, 
some pus was found to be welling up from the wound just above the 
stump. On the following day, the 11th after the operation, after a 
good deal more of the stump had been cut away, a bladder-like 
swelling appeared at the upper part of the wound, just above the 
stump, and on cutting this open a piece of membrane, like the wall 
of a hydatid cyst, came away, followed by several small cysts, 
evidently hydatid cysts. 


The wound was washed out with weak carbolic lotion and dressed 
with iodoform powder and gauze. During the next ten days, at each 
dressing, a number of complete and broken-down cysts escaped, 
mingled with pus and granular débris. At the end of the third 
week, a good deal of redness appeared round the wound, and the skin 
became markedly irritated, while the patient’s general condition was 
far from satisfactory. She complained of griping pains in the 
abdomen, an erythematous rash covered the whole of the lower part 
of the abdominal wall, the pulse was 100 and poor in quality, and 
the temperature 100°F. 


The next day, the 22nd after the operation, her condition was 
still more alarming, her pulse was 132 and very feeble, the tempera- 
ture 103°, and she was a little delirious. The feces and urine were 
passed involuntarily into the bed, and the patient appeared to be 
extremely feeble. She was very drowsy, could be roused only with 
great difficulty, and was quite oblivious to her surroundings. The 
anterior surface of the abdomen, the flanks, and a large part of the 
back, were now covered with numerous small, multilocular vesicles, 
the skin between them presenting an angry red appearance. On the 
25th day the patient was somewhat better, her pulse had fallen to 
112, and her temperature to 98°9°. Dr. Radcliffe Crocker saw her 
and pronounced the rash and general condition to be due probably to 
iodoform poisoning. Both iodoform powder and iodoform gauze had 
been used to a considerable extent in the dressing of the stump. 
After this date the patient’s condition continued to improve slowly, 
and the cavity in the pelvis gradually closed up. At each dressing 
small complete or broken hydatid cysts, with a large amount of 
débris, came away in the irrigating fluid. At the end of the fourth 
week the condition was greatly improved and the amount of discharge 
markedly less. Extensive desquamation of the epidermis over the 
trunk and chest was now taking place. 


On the 82nd day, on attempting to remove some of the contents 
of the cavity with a pair of polypus forceps, some pieces of calcareous 
material was brought away from the wall of the cavity. 


On the 33rd day large bulle formed on some of the phalanges of 
the fingers, and these were followed by similar bulle, which came 
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out on the dorsum of the toes and the borders of the feet. After a 
few days these burst and quickly dried up. 


The amount of discharge rapidly lessened, the cavity closed up 
almost completely, and on the 59th day after the operation the patient 
was discharged toa convalescent home. Some three weeks later she was 
re-admitted to the hospital with a temperature which was said on one 
occasion to have reached 105°. The sinus in the abdominal wall wal 
dilated up and a large tube inserted. In my absence the patient was seen 
by Dr. Spencer, who found a large fluctuating swelling in the left 
posterior quarter of the pelvis, which, on being opened through the 
vagina, gave exit to a considerable quantity of sweet pus. A large 
piece of hydatid membrane was removed. The tumour was evidently 
a suppurating hydatid cyst. The cavity was irrigated and packed with 
jodoform gauze. A large drainage tube was placed in the abdominal 
wound and one in the vagina, through which free drainage was 
established. The opening in the posterior vaginal fornix rapidly 
closed up and the sinus in the abdomen contracted until on the 
patient’s dismissal from the hospital on October 16th there was only 
a small opening left admitting a fine probe for 2} in. 


The patient came up to the hospital in January 1897, feeling and 
looking very well, with the sinus soundly healed. The baby was 
at that time a fine healthy child. The mother was seen again by me 


last year (1907) in perfect health, and she said that her little girl, 
now 11 years of age, was quite strong and healthy. 


This uncommon case presents several features of interest. The 
possible source of the infection we could not trace; the patient had 
never been out of this country, and had not kept any pet dog. The 
long duration of the case, since it is probable that the tumour was 
already present in 1887 when the first attack of inflammation 
occurred, is quite in keeping with the usual clinical history of these 
tumours. It is remarkable how often hydatid cysts exist without 
producing any symptoms, and not infrequently they are discovered 
by accident. The error in diagnosis was, I think, in the circum- 
stances, excusable; the patient had been told many years before, 
when she was not pregnant and therefore examination was much 
easier, that she had a fibroid tumour, and the feel of the tumour 
when she was first seen very much resembled that of a softish fibroid. 
The elasticity noted when she was admitted to the ward was thought 
to be due to the softening effect of the pregnancy on the tumour. 
The condition most likely to be mistaken for a hydatid cyst in the 
pelvis is a soft fibroid, and a number of instances of such a mistake 
in diagnosis are recorded in the literature of this subject. The cyst 
was probably situated in the subserous tissue near the rectum, and its 
subsequent extrusion through an opening by the side of the stump 
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was no doubt favoured by the opening up of the subserous plane 
when the cervix was cut across in the removal of the uterus. 

The choice of the operation, namely Porro’s, is to be explained by 
the date at which it was performed, namely 1896; had the case 
occurred at the present time of course a subtotal hysterectomy would 
no doubt have been the procedure chosen. In the circumstances, the 
Porro’s operation no doubt facilitated the escape of the suppurating 
cysts through the abdominal wound. Had a correct diagnosis been 
made, the cyst could have been opened readily and safely through 
the posterior vaginal fornix, and any necessity for the removal of the 
uterus obviated. At the time of the operation it was judged to be 
safer to remove the uterus than to make any attempt to remove the 
tumour. 
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ITI. 


A Case of Abscess of the Ovary following an Attack 
of Puerperal Septiczemia. 


By A. Louise McIzroy, M.D., 


Gynecologist to the Victoria Infirmary and District Physician to 
the Maternity Hospital, Glasgow. 


THE patient, Mrs. C., unipara, aged 25, was sent into the Victoria 
Infirmary from the Lanark Fever Hospital, and I am indebted to 
Dr. Watt of that institution for the notes of the case. In February 
of 1906, she was delivered of a child without instrumental aid, but 
the third stage of labour was prolonged, the placenta having to be 
removed in pieces, some post partum hemorrhage taking place. Sepsis 
having taken place, the patient was transferred to the fever hospital 
for further treatment. On her admission the uterus was curetted 
and found to contain some placental débris, and on examination of 
the pelvis a fulness was felt in the right vaginal fornix. A few days 
later this swelling became more marked and an incision was made in 
the vagina and some pus had evacuated. The patient showed marked 
improvement for several weeks, but the temperature became inter- 
mittent in character so she was sent to the Victoria Infirmary for 
further operative measures. 

The patient was admitted to the ward on the 27th April and the 
condition was as follows :— 

The patient is pale and somewhat emaciated, and looks as if she 
were suffering pain. The temperature is 101°F., and the pulse quick. 
On examination of the abdomen a rounded swelling is seen occupying 
the hypogastric region, extending to within 2} in. of the umbilicus 
and measuring 5 in. in its transverse diameter. On palpation there 
is some tenderness over the tumour, more marked in the left iliac 
region ; there is slight movement from side to side but no fluctuation 
can be made out. There does not appear to be any infiltration of the 
surrounding cellular tissues, the tumour*having the appearance of 
that of a pregnant uterus and giving a dull note on percussion over 
its whole area. Owing to the tenderness complained of by the patient, 
I made the vaginal examination under an anesthetic and found the 
tumour mass to be continuous with the cervix; the appendages could 
not be made out separately from the swelling. In front of the 
tumour and just above the region of the internal os was a small 
nodule about the size of a hen’s egg, which could not be moved 
separately from the larger mass but seemed to be incorporated with 
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it. The sound passed 3} in. in the normal direction. The diagnosis 
of a fibroid condition of the uterus was made, but owing to the 
temperature still remaining high I decided to postpone operating 
until the patient was in a more favourable condition. She was kept 
in the ward for three weeks and was treated with hot douches, etc., 
with 3i doses of Easton’s syrup before food and gr. iii doses of reduced 
iron after. The temperature became normal and she was discharged 
and told to return to the hospital for further examination. I saw her 
several times subsequently, and at first she appeared to be much 
better, but the pain becoming very severe in the left side, I took her 
in to the ward again, with the object of removing the uterus. 

On her second admission, September 25th, the temperature and 
pulse were normal, and the patient appeared to be much better than 
at her former visit. The swelling in the abdomen was, however, 
larger in size, extending up to the umbilicus and lying somewhat 
over to the left side, it was rounded in outline and of firm consistence, 
no fluctuation being made out. There was considerable tenderness 
in the suprapubic and left iliac regions. The whole mass seemed 
fixed in the abdominal cavity and could not be moved separately 
from the cervix. 

On the 2nd October I opened the abdomen with Dr. McLellan 
assisting. On incision a large tumour, having the appearance of an 
ovarian cyst, was found filling the whole abdomen and about the size 
of a football. In front of the cyst and closely adherent to its 
wall was the uterus, slightly enlarged and thickened. The upper 
border and whole lower surface of the tumour was closely adherent 
to the omentum and bowel. Removal as a whole was found to be 
impossible, owing to the dense peritonitic adhesions, and after careful 
covering of the edges of the wound and surrounding structures with 
gauze, the cyst was aspirated with a small trocar and cannula, and 
the contents, when evacuated, were found to consist of pus. 

The margins of the puncture were brought together with forceps 
and the opening closed. The adhesions were separated with great 
difficulty in the region of the rectum, being so dense that the cyst 
wall was torn and some of the contents escaped. The pedicle was 
dealt with in the usual manner and the cyst removed. The tumour 
was found to have its origin in the left ovary; the right ovary and 
tube were somewhat congested but otherwise normal and were not 
removed. The abdomen was closed in two layers, through and 
through sutures of salmon gut, and cat-gut sutures through the 
sheath of the recti muscles. 

The pus was examined for micro-organisms, and after some hours 
cultures of streptococci were obtained. 

The patient did well for twenty-four hours, but signs of peritonitis 


appeared, and she died thirty-six hours after operation, the tempera- 
ture rising to 104°F. : 
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I am much indebted to Dr. Eadie, house-surgeon, for his careful 
notes of the case, and for the preparation of the slides and culture 
tubes. 


Remarks. 

The specimen, on examination after removal, was found on its 
external aspect to have the appearance of an ovarian cyst, being 
smooth and rounded in outline. The walls of the cyst, on section, 
measured } in. in thickness, and appeared fibrous in character. The 
lining membrane had the corrugated appearance characteristic of 
pus cavities. The Fallopian tube was thickened but did not contain 
pus, and on microscopical examination showed only slight erosion 
of its epithelial surface. Taking into consideration the history of 
the case, the absence of pus from both tubes, the infection which 
occurred in the uterus at the time of removal of the placenta must 
have extended by means of the blood stream, or by the lymphatics in 
the broad ligament, and not by means of the Fallopian tubes. 

At the first operation for the evacuation of the pus in the right 
vaginal fornix, the cellular tissue was found to be involved on the 
right side alone, and it is hardly possible that the right tube and 
ovary, if they were the seat of infection at that time, could recover 
so rapidly as to show almost normal appearances at the time of 
opening the abdomen. Most probably the infection travelled by 
means of the cellular tissue on the right side, and the pus being set 
free by incision the discharge soon ceased. On the left side the 
streptococci must have invaded the ovary by means of the blood 
stream or by the lymphatics of the broad ligament, the pus contents 
being shut off from the surrounding tissues by means of the thickened 
tunica albuginea. Although no history could be obtained of any 
swelling in the abdomen previous to the onset of pregnancy, it is 
possible that a pre-existing ovarian cyst became infected at the time 
of labour, just as we have records of infection of ovarian tumours 
occurring during an attack of typhoid fever. 
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Obituary. 


Srr ARTHUR VERNON MACAN, M.B., F.R.C.P.I. 


By the death of Sir Arthur Macan, which took place at Dublin on 
the 26th of September, a most distinguished member has disappeared 
from the ranks of the medical profession : in particular those branches 
of the Medical Art of which this Journat treats have suffered, being 
suddenly deprived of a zealous worker and powerful master, whose 
ability is appreciated not only throughout the British Empire but 
in all parts of the civilized world. 

Arthur Vernon Macan was born on the 30th of January 1848, at 
9 Mountjoy Square, one of Dublin’s handsome green parks, a re- 
sidential quarter not lacking in historic interest and at that time still 
much in vogue; but nowadays not so fashionable and less central 
owing to the growth of the city in the southerly direction. 

He was the eldest son of the Hon. John Macan, a distinguished 
lawyer, ex-scholar of T.C.D., and Q.C. of the Connaught circuit, who 
for many years held the position of First Commissioner in Bankruptcy 
in the High Court of Justice in Ireland. Judge Macan came from a 
Sligo family, and his brother Francis was distinguished as an Army 
Surgeon. 

Arthur Macan’s mother was Miss Maria Perrin, daughter of a 
Liverpool merchant, whose people lived in the Co. Wicklow, though 
they were of English and Huguenot extraction. 

Judge Macan died in 1859 and left a widow, two daughters and 
four sons, of whom Arthur was the eldest. Of the others Jameson 
John went to Cambridge, also adopted the medical profession, 
and is now well known in London as a medical journalist. Reginald 
Walter had a distinguished career at Oxford, and for some time has 
been Master of University College. Francis, the youngest son, went 
into business. After her husband’s death Mrs. Macan remained in 
the same house until after the marriage of her second daughter in 
1868, all her sons having then left home. 

On the death of his father, Arthur was taken from St. Columba’s 
College, and shortly afterwards entered Trinity College, Dublin. He 
passed without particular distinction through his career of under- 
graduate, being too discursive to be much of a mere prize winner. 
He devoted himself chiefly to the mathematical side of the course. 
He also spent some time in studying music and in reading English 
literature and philosophy including the works of John S. Mill and 
Herbert Spencer. 
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He graduated in Arts in 1863 as Senior Respondent, i.e., first of 
the honour division at the Degree examination, a distinction to gain 
which an accurate knowledge of all the subjects in the Sophister 
curriculum is required, and not merely of a few selected to suit the 
candidate competing for a medal. It is therefore considered more 
difficult to obtain. 

He did not join the medical school until he had finished his Arts 
course. Then, having found a specific goal for his energy, he started 
his medical studies with characteristic zeal and ability. He attended 
the clinical work in the wards of the Government House of Industry 
Hospitals—Richmond Surgical, Whitworth Medical and Hardwick 
Fever,—in each of which he served a six months’ term as Resident 
Pupil: a post much coveted by senior students, as its functions 
resembled those of House Surgeon or Physician in the English 
Hospitals. 

At a later period he spent 6 months as Internal pupil in the 
Rotunda Lying-in Hospital. 

He obtained his M.B. and M.Ch. degrees in 1868. Shortly after- 
wards he attended a special class in London, with the view of 
entering the Army Medical Service. But he soon abandoned this 
idea, and in January 1869, went to Berlin, where two of his class 
fellows were studying ophthalmology and pathology. He devoted him- 
self to learning the language and to skating, and first in the spring 
turned his attention to professional work. He attended several 
lectures and cliniques, and in the summer session a course of practical 
operative surgery conducted by Langenbeck, who met his class 
punctually at 6 o’clock a.m., in spite of his some seventy years of age. 

Intending to spend the following winter in Vienna he utilised the 
summer months by a series of walking tours, with a Dublin friend, 
in which they tramped from Berlin to Milan and thence to Vienna, 
both depending solely on their knapsacks. In the three months they 
traversed Saxon Switzerland, the Hartz Mountains, Thiiringer 
Forest, Sieben Gebirge, the Rhine, Black Forest and Switzerland, 
passing from Milan through the Tyrol to Linz and by the Danube 
to Vienna. 

In Vienna (1869-70) he attended several of the post-graduate 
courses for which that school is famous, devoting himself chiefly to 
Pathology, Dermatology and Gynecology. He was struck with the 
Austrian methods of treatment, which differed so essentially from the 
time-honoured system that then obtained in these islands—Hebra’s 
out-patients, male and female, marching round quite naked before a 
large class seemed strange to modest Irish eyes. The well-organized 
gynecological department was a revelation when compared with the 
backward state of that branch at home. Macan soon grasped the 
situation, and becoming familiar with the new order of things, 
worked away with his usual pertinacity. 
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In March 1870, he left Vienna and travelled through Italy, 
Sicily, Greece, to Constantinople, returning to Vienna in June, but 
only for a short time, for then the continent was all ablaze with the 
Franco-German war. He made his way to Frankfort, and with 
some difficulty obtained work as a medical volunteer. After many 
hardships while conveying wounded from the front to the hospitals 
at the bases, he found himself at Versailles, the Royal Palace there 
being used as a German Military Hospital. His war service was 
rather disappointing. He acquired some useful experience, no doubt, 
but it was combined with so many hard knocks, terrible privations, 
and inability to do what he considered really useful and best—being 
a mere volunteer,—that he decided to return to Vienna in November 
1870. He worked exclusively in the Gynecological department for 
the next nine months under Prof. Braun. About that time he 
became great friends with Braun’s senior assistant, Rokitansky, with 
whom he worked assiduously. 

After another long walking tour in the vacation of 1871, he 
again returned to Vienna and continued his obstetric work during 
the winter session, acting as junior assistant. 

When he left Vienna for good (March 1872) he spent a few 
months in Paris reviewing the obstetric and gynecological cliniques, 
which he did not consider were equal to those of Vienna. He also 
visited the obstetric institutions in London, and was disappointed 
that so little progress had been made in adapting the newest and best 
modern methods. 

On his return to Dublin he was welcomed by his friends, many of 
whom had enjoyed similar advantages of continental study. He 
became an active member of the Dublin Biological Club, which had 
been formed after the manner of the German Wissenschaftliche 
Kneipe, at which the scientific topics of the day, etc., were discussed 
over beer and tobacco. Some of the seniors looked rather askance at 
this new departure, and Macan was dubbed by a caustic wit “ The 
Leader of the German Band.” 

He diligently attended the Rotunda Lying-in Hospital, and 
shortly became Assistant Physician. 

His progress in Dublin was marked with brilliant success through- 
out. His first appointment to a teaching post was that of Lecturer 
on Obstetrics in the Carmichael School of Medicine, where he gave 
a systematic course of lectures during the summer session. 

A new post on the clinical stafi—that of gynecologist—was created 
at the City of Dublin Hospital, and Macan was selected to fill it on 
his ceasing to be Assistant Physician at the Rotunda. Here he 
worked with zeal and marked success for several years before he 
gained the highest prize in the obstetric field in Ireland, namely the 
Mastership of the Rotunda Lying-in Hospital, an appointment which 
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was held for 7 years and gave him ample scope for the exercise of 
his abilities and the application of his experience. 

In 1889, shortly after he had left the Rotunda and taken up his 
residence at 53 Merrion Square, he was appointed to the post of 
King’s Professor of Midwifery in Trinity College, and at the same 
time, ipso facto, he became Obstetric Physician to Sir Patrick Dun’s 
Hospital. 

Dr. Macan received many well-merited distinctions, which may 
be briefly enumerated. In 1877 he obtained the M.A.O., T.C.D., and 
the Fellowship of the College of Physicians in Ireland. In 1887 he 
acted as President of the Obstetric section of the British Medical 
Association. In 1890 he had the honour of being selected Honorary 
President of the Obstetric section of the International Congress in 
Berlin. He also held the posts of President of the British Gyneco- 
logical Society and of the Obstetric section of the Royal Academy of 
Medicine, Ireland. In 1896 he was Honorary President of the 
Congress of Gynecology and Obstetrics in Geneva, and he held the 
same post in Amsterdam in 1899. 

He had acted as Censor and Examiner, and in 1902 he was elected 
to the Presidency of the Royal College of Physicians of Ireland. In 
the following year, during the second year of his term of office as 
President, he accepted a knighthood. 

From 1903 to 1907 he held the post of examiner in the Medical 
School of Oxford, and at the time of his death was consulting 
gynecologist to the Rotunda Lying-in Hospital. 

Macan was not a prolific writer. He wrote no text-book, although 
few would have been more competent to do so on account of the 
enormous scope and accuracy of his knowledge of the literature of 
his subject. He shone rather as a clinical teacher and demonstrator 
of facts than a scribbler of theories. His new views and methods he 
disclosed to learned societies personally as practical demonstrations. 
However, between the years 1872 and 1908 he made some 70 com- 
munications, reports and exhibitions to the Obstetric and other 
Dublin Societies, which were published in the Dublin Medical 
Journal of those years. 

At the annual meeting of the British Medical Association at Cork, 
in 1879, he read a paper on “ Hemorrhage from the organs of genera- 
tion during pregnancy and parturition,” which opened the discus- 
sion, and was considered a comprehensive resumé of the subject. 
And at their annual meeting at Oxford, in 1904, he read a logical 
and well-arranged paper to open the discussion on “ The treatment of 
accidental hemorrhage.” 

The previous number of this JournaL contains a paper on “The 
operative treatment of puerperal fever,” which he read before the 
Obstetric section of the Royal Academy of Medicine, Ireland. 

It is as a clinical teacher, lecturer and demonstrator, that Sir 
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Arthur Macan was renowned. His personal force was communicated 
directly to his hearers, who bore it away to shed seeds in distant 
lands. He was remarkable as a reformer and introducer of new 
methods and modes of treatment, and in this way he helped to 
advance his subjects more than by original writings. 

It is difficult for a modern obstetrician to realize the conditions 
in vogue 35 years ago. News from afar of the dorsal position 
being used in obstetrics had been heard by some, but not 
without expressions of amazement and averseness. Its adoption 
was regarded then as quite out of the question in this country. 

Such an unheard-of contrivance as an obstetric chair was spoken 
of rather with horror than admiration, and it took a considerable 
time to overcome this prejudice even when its advantages had been 
practically demonstrated. Abdominal palpation as a means of 
diagnosis and a substitute for vaginal examination during labour 
was not accepted as practicable even by those to whom it was known 
Such an unheard-of contrivance as an obstetric chair was spoken 
as a new and successful method. The views on the subject of uterine 
displacements accepted in these islands, before Macan introduced 
Schultze’s rational ideas, were crude and vague. 

For some time before Macan had become the Master of the 
Rotunda, many of these antiquated conditions had been removed. 
Some new methods and various new treatments were adopted while 
he was yet Assistant Physician. In spite of their conservative bent, 
the Masters under whom he served either let him have a free, or 
lent him a helping, hand in all matters that they considered to be 
useful and good. In Macan’s earliest days the antiseptic method 
was only beginning to have a firm footing in midwifery. He now 
came forward as its most zealous advocate, and no doubt considerable 
progress was made in this direction when he was Assistant and Dr. 
Atthill Master. While Master, Macan worked hard to insist upon 
the systematic use and perfection of aseptic methods of every kind 
then known. So successful did these precautions become under his 
guidance that blood poisoning was almost forgotten, no case having 
occurred during the eighteen months prior to his vacating office. 

To gauge adequately the great general impetus given by Macan 
to the improvement of obstetric methods and gynecological practice, 
one must take into account the comprehensive character of the 
Rotunda Hospital and the widespread influence this institution exer- 
cises both at home and abroad. This was the field upon which his 
hardest battles were fought and his most distinguished victories 
gained. A more cosmopolitan class of students could not be found 
than that drawn together by the plentiful material for study pro- 
vided by its wards and out-patient department. It is not to be 
wondered at that the extraordinary number of 4,000 deliveries per 
annum, and a corresponding field of gynecological practice, induced 
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many students and practitioners from the sister isle, as well as 
distant parts of the Empire, America and many foreign countries, 
to visit this great Dublin school. To such a class for some ten years— 
three as Assistant and seven as Master—Macan imparted his ripe 
knowledge with all his emphatic force and personal persuasiveness. 
To the last he continued with unexhausted vigour to teach in the 
Medical School and Hospital of the Dublin University. His early 
reading of Herbert Spencer and other philosophical writers, tended 
to increase his innate readiness to re-adjust the commonly accepted 
fitness of things that, in his opinion, were not logically fit. He 
analysed the worth of established systems and sought for weak points 
of old-standing situations. Thus he was a reformer to the backbone; 
when he saw that a change was advisable he insisted that it be made 
at once. He was an active radical when there was any evil to be 
eradicated. 

As an administrator he was both capable and thorough. During 
his tenure of office as Master of the Rotunda he managed all its 
multifarious departments with the same remarkable efficiency and 
success that characterized his clinical work. With indomitable 
patience and tact he remodelled the old nursing arrangements and 
introduced a system that required but little to make it perfect. 

His manner was bright and buoyant to all. To his patients, 
equally to the high and to the low, he was cheery and inspiring. 
To his friends he was warm and sincere. He was genial and straight 
to his colleagues and kind and encouraging to his pupils. For some 
people, however, he was too straightforward and downright, and 
accordingly he has been accused of having an uncompromising 
manner. This may to some extent be explained by the very plain 
way he had of speaking the naked truth: for the truth without some 
little dressing may at times be found to be unpalatable. Hecertainly 
did not attempt to affect that intense swaviter in modo which some 
think should gild the elegant physician. But he was an honest man, 
a wise counsellor and impartial adviser. 

It is possible that now and then his apparent brusqueness was the 
outcome of an effort to subdue a feeling of shyness, a trait he 
despised. At any rate, none can be found that did not admire and 
respect him, and that do not now sincerely mourn his loss. 

Next to his undying energy, Macan’s most striking characteristic 
was his great thoroughness in all his undertakings. When acquiring 
knowledge he went to the bottom of every item and was not satisfied 
until he had completely grasped every point of the matter in hand. 
He believed that almost every accomplishment could be acquired if 
practised with determination and perseverance, and so he worked at 
everything he took up; whether music, skating, German, operating 
or teaching. 

He had naturally a logical mind. He loved argument, which he 
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carried out on systematic logical lines but with a dogmatism and 
assurance with which it was hard for an antagonist to cope. His 
wish to carry logic into the details of daily life occasionally landed 
him in awkward corners out of which he loved to wriggle with subtle 
reasoning. One of his pet theories was that no human being should 
control or correct another. He quite differed with Solomon about 
the treatment of children. One might guide them by precept and 
example, but never correct or punish them, and as far as common 
sense would admit he carried this out in practice. 

He was fond of out-door exercise to the last, and even when he 
was too ill to attempt it he went fishing not very long before the end. 
In his student days he was very fond of skating and worked very 
hard in Berlin under a professional for three months. At the 
Vienna club rink his skating was quite a revelation. Often he was 
obliged to abandon practising a figure from the number of too atten- 
tive onlookers. When cycling came into vogue he became an 
enthusiastic advocate for the iron horse, and almost daily took con- 
siderable exercise on his wheel-—possibly of late years too much. 

He was always of remarkably strong physique, and had but few 
illnesses in his life. The only one of real danger was typhoid, which 
he contracted in the autumn of 1879. This kept him hors de combat 
for nearly six months, but his recovery was then complete and he 
again took to active physical exercise which he continued until a 
couple of months before his death. 

On his 34th birthday—30th January, 1877—Dr. Macan married 
Mary Agnes Wanklyn, daughter of John Bradshaw Wanklyn of 
Cheam, Surrey; in which parish his sister had been settled since 1868 
as wife of the Rector. She proved a charming and able helpmate, 
but their happy married life lasted but little over nine years, as she 
died on the 26th July 1886, at the very time he had attained the 
highest point of his success. In addition to one daughter who did 
not survive early childhood there were three sons and three daughters 
of the marriage. The eldest son died some few years ago, and the 
others remain to mourn the irreparable loss of a devoted and in- 
dulgent father and friend. 

The blank left in Dublin by the death of Sir Arthur Macan will 
be hard to fill. It must remain conspicuous, not only among the 
number of Dublin gynecologists but also in more general circles, 
for his was a well-known and striking figure in the Irish metropolis. 

His loss will be keenly felt throughout Ireland both by the 
medical profession and by his numerous patients, by whom he was 
esteemed with veneration. <A general feeling of cordial sympathy 
will be extended to his near relatives, especially his children, whose 
loss it is quite impossible to mitigate by any pity or compassion. 





Insufficiency of the Vesical Sphincter 


REVIEW OF CURRENT LITERATURE, 


Insufficiency of the Vesical Sphincter remedied by Transposition 
of the Uterus. 

E. Scuroeper, Koenigsberg (Zentralb. f. Gyn., 1908, No. 35), reports: A woman, 
aged 37, in her 10th labour (a cross birth), suffered an extensive laceration of the 
urethra. An attempt to restore the canal by a plastic operation was but partially 
successful, and a fistula and incontinence remained. Schroeder therefore artificially 
displaced the uterus in the Wertheim-Schauta way, turning it over through the 
anterior fold of peritoneum and fixing it so far forwards that its posterior surface 
covered the larger and lower half of the urethra. At the same time he sterilized 
the woman by deep wedge-shaped excision of both the uterine ends of the tubes. 
The operation was completely successful. 


Menstruation and Ovulation. 

Leopotp and Ravano, Dresden (Archiv f. Gyn., Band Ixxxviii, Heft 3), from 
the examination of ovaries removed by operation from 24 additional cases, in regard 
to the corpora lutea they contained, the exact age of those bodies and from the 
comparison of the interval since the beginning of the last menstrual period with 
the estimated date of ovulation, confirm the results of previous work by Leopold 
and by Mironow. Altogether 95 cases have been examined. In only 59 did the 
ovulation occur at the same time as menstruation, while in 39 it happened while 
there was no discharge of blood. In one instance ovulation went on for a long time 
without menstruation occurring at all; and in several instances menstruation was 
regular without the rupture of any follicles. It is therefore probable that conception 
may take place at any time, and menstruation occur without ovulation or the 
formation of any corpus luteum. 


The Functional Activity of the Ovary during Pregnancy. 

Ravano (Archiv f. Gyn., Band |xxxiii, Heft 3) has examined ovaries, from the 
Dresden Klinik and museum, from 60 women, some of whom had undergone Cesarean 
section while the others had died, from various causes, during childbed, or after labour, 
at term or premature. Graafian follicles were found in all these ovaries, in various 
stages of development, some just about to burst, and many also in process of in- 
volution. The chief interest attached to the corpus luteum graviditatis: in three 
cases no trace of it could be found; in four it was owing to hyaline degeneration in 
process of disappearing, and in four others there was a corpus luteum in each ovary. 
One of these last four was a twin pregnancy; the other three Ravano explains by 
ovulation in pregnancy, an occurrence in favour of which there is some clinical 
evidence (Bossi’s physiological crises). Ravano concludes that no difference can be 
detected between the corpus luteum of menstruation and that of pregnancy; that it 
is not a fact, as hitherto supposed, that the corpus luteum graviditatis persists in the 
ovary during the whole term of pregnancy, and that in 5 per cent, of these cases 
ovulation had occurred during pregnancy. 


Ovulation and Pregnancy in Relation to Forensic Psychiatry. 
H. Marx, Berlin (Berliner kl. Wehns., 1908, No. 39), discusses the more or less 

extensive variations in balance which occur even in normal women during the 

physiological processes of ovulation and pregnancy. Apart from the peculiar psychoses 
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of menstruation which may themselves render women irresponsible for their actions, 
during ovulation, especially in degenerated and psychopathic subjects, an increase in 
impulsiveness is manifested. Many instances of so-called shoplifting (Warenhaus- 
diebstdhle) depend upon impulsive action at these periods. In regard to the behaviour 
of menstruating women as witnesses it may be said that the honesty of their 
evidence is usually unaffected by the menstrual process. The author proceeds to 
discuss the influence of ovulation in regard to suicide and that of pregnancy in 
suicide, murder, theft and criminal abortion. 


The Treatment of Menorrhagia. 

BaumGArtner (Zentralb. f. Gyn., 1908, No. 31, S. 1029) recommends for the 
treatment of menorrhagia intrarectal infusion of half a litre or a litre of milk, which 
can be repeated several times at short intervals; or instead of milk a litre of hot 
water at 48°C., containing 2gm. of chloride of calcium, may be introduced as a 
clyster under slight pressure twice a day, and at the same time 2 gm. of chloride of 
calcium given internally every day. A combination of ergotin fluid, ext. hydrast. 
canad. fluid, ext. gossyp. hert. inspiss., and ext. hamamel. virgin. fluid, aa 10°0, in 
doses of 10 drops every half-hour, will be found very efficacious 


The Condition of the Arteries in the Senile Uterus. 

E. Frarnket, Hamburg (Archiv f, Gyn., Band lxxxviii, Heft 3) has found, with 
some regularity, that Roentgengrams of the uterus of elderly women depict the 
nourishing arteries so as to suggest an injected specimen. The percentage of this 
abnormality rises with the increase in the age of the women, and in 17 over 70 years 
old, this morbid condition of the vessels was present in 15 cases. It is due to cal- 
cification of the vessel walls, and with the help of a good Roentgengram one can 
make certain about its presence and extent by a single trial. It is to be hoped that 
very soon the technique to obtain such pictures of the uterus in the living woman 
may be available. Microscopic examination of the arteries proved the condition to 
be due to partial or total calcification of the media of the vessel wall following a 
primary necrosis. The elastica interna and intima were intact and merely exhibited 
in some cases the effects of proliferation. The condition was found twice as frequently 
in women who had borne children as in nullipare. Only in 16 cases out of 27 could 
serious atheromatous changes be detected in the vessels of other regions of the body, 
and even then by no means parallel to those in the uterus either in severity or extent. 
These changes in the walls and closure of the vessels proceed, hand in hand, with 
atrophy of the uterus. 


An Inguinal Operation for Prolapse (Exohysteropexia Inguinalis). 

H. Frevunp, Strassburg (Zentralb. ~. Gyn., 1908, No. 38), on a woman 63 years 
of age with total prolapse and a large inguinal hernia, performed hysteropexy from 
the incision for the hernia. After reposition of the coil of intestine, the uterus was 
drawn through the hernial aperture, the peritoneum stitched all round the organ at 
the level of the inner os, and the skin united above the uterus. To the time of 
writing, four months after the operation, the woman had been quite well. The 
operation was suggested by Fr. Kocher’s median exohysteropexy.* 


Instrumental Perforation of the Uterus. 

Wet (Archiv f. Gyn., Band lxxxviii, Heft 3) describes five cases of instrumental 
perforation of the uterus from the gynecological section of the Moabit Hospital. In 
two instances, on account of the hemorrhage and threatened or existing infection, 
cosliotomy was performed and was successful in one. In all cases the perforation 


* Cf, Abstract, vol. v, p. 566. 
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occurred after childbirth or abortion, in one by the finger in removing the remains of 
an abortion, in the others by the curette or sound. Weil deprecates the use of sharp 
thin instruments (curette or ovum forceps). 


The Curette in the treatment of Abortion. 

Fr. Encetmann, Dortmund (Zentralb. ~. Gyn., 1908, No. 35), ascertained by a 
circular letter addressed to 54 physicians who had treated considerably more than 
1,500 cases of abortion within a period of twelve months, that 46 of them were 
advocates of the curette unconditionally or conditionally (9). He therefore concludes 
that in practice the curette has not proved to be such a dangerous instrument as it 
has been often represented to be. 


Abdominal and Vaginal Ceeliotomy. 

PFANNENSTIEL, Kiel (Volkmann’s Sammlung, No. 488), in general terms advocates 
the abdominal route, as it gives easy access to all the organs in the abdomen, a clear 
field of vision, a choice of radical or conservative methods, power of dealing with 
adhesions, and of 1emoving secondary growths, especially epithelial growths connected 
with ovarian cystomata removed piecemeal, and better control of hemorrhage. Its 
disadvantages lie in the complexity of the abdominal wall and the position of the 
genital organs below and behind the bowels; the former may lead to hernia through 
the scar, the latter to injury to the peritoneum and bowels, but these disadvantages 
can be overcome by careful technique and asepsis, provided the patient be not already 
infected. Pfannenstiel, therefore, prefers the abdominal route in all aseptic cases 
of new growths, hemorrhage, malformations, chronic inflammatory disease, non- 
malignant uterine tumours, extra-uterine pregnancy, ovarian and ligamentary tumours, 
and complicated atresias of pelvic organs. The conditions are very different in septic 
cases. Pelvic abscess or suppurating hematocele, and tubal or ovarian abscess ad- 
herent in the pouch of Douglas, are best dealt with by the vagina, as are also 
infected myomata and other septic tumours. Vaginal ceeliotomy, moreover, is usually 
better tolerated and rarely leaves an unsightly or troublesome scar. The primary 
results of vaginal extirpation of the cancerous uterus are better than those of the 
abdominal operation, but when a narrow (virginal) vagina necessitates splitting the 
perineum a painful and troublesome cicatrix is often left: vaginal fixation shows no 
lower mortality than abdominal. Generally speaking, in aseptic cases the abdominal 
method is to be preferred unless the operator cannot rely upon his own aseptic 
methods, 


Pfannenstiel performs abdominal section through a transverse incision of the skin 
which may extend from one anterior superior spine to the other, a transverse incision 
of the fascia can, from the outer edges of the recti muscles, be prolonged so that the 
oblique muscles can be split in the direction of their fibres; the fascia can be peeled 
off the muscles as high as the umbilicus and downwards to the symphysis. The recti 
and peritoneum are divided in the middle line. Pfannenstiel has never in 1,000 
operations had to prolong the incision in the fascia vertically above the umbilicus. 
He sutures the abdominal wound in four layers; peritoneum, recti. and fascia, with 
continuous catgut sutures and the skin with interrupted silkworm gut. The con- 
sequent cicatrix does not stretch and becomes almost invisible, usually hidden in the 
folds of the skin. He has never had a hernia in a wound healed without suppuration. 
For vaginal cceliotomy he incises the peritoneum through the posterior fornix, unless 
he is performing a vaginal fixation for cystocele, when he fixes the anterior surface 
of the uterus to the vaginal wall below the bladder, at the same time performing 
anterior and posterior colporrhaphy and repairing the perineum. Retroversion of the 
uterus, with adhesions, he deals with by the abdomen. E. H. L. O. 
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Appendicectomy and Systematic Examination of the Gall Bladder 
in Gynzcological Operations. 

Gostet (Gynaekologische Rundschau, 1908, Heft 18) points out that appendicitis 
is of frequent occurrence in women, and quotes Paulzon to the effect that of 
appendices systematically removed at gynecological operations 60 per cent. are 
diseased. He believes that appendicitis in women frequently leads to pelvic 
peritonitis, and is in many cases a cause of sterility, but the adhesions due to old 
appendicitis are favourable for operative treatment, and sterility may often be cured 
by breaking down such adhesions. 


Much has been written on the importance of appendicitis during menstruation, 
pregnancy and the puerperium, and one authority (Fellner) attributes to it a 
mortality of 76 per cent, during pregnancy, and of 33 per cent, during the 
puerperium. During pregnancy the mortality increases from the fourth month 
onward perhaps because the pregnant uterus pushes the cecum upwards and, filling 
up the pelvis itself, favours the extension of the inflammation into the upper part of 
the abdomen. On this account many operators remove the vermiform appendix in 
all cases of laparotomy. Gobiet reports two instances in which, after an interval 
of some months, appendicitis followed the removal of the uterine adnexa. 


Carcinoma of the vermiform appendix is more frequent in women than in men, 
and in many instances has been detected during gynecological operations. 


According to Kehr, during the child-bearing age 10 per cent. of all women suffer 
from gall-stones, and the examination of the gall-bladder in gynecological operations 
is of as much importance as that of the appendix, and on this account some of the 
surgeons (for instance, Landau) select the abdominal route, in preference to the 
vaginal, more frequently than formerly. Gobiet reports four instances in which 
gall-stones were present along with morbid conditions in the pelvis 


E. Scorr CARMICHAEL. 


The Pathogenesis of Postoperative Parotitis. 

F. LEGUEU and L. Moret (Zentralb, f. Gyn., 1908, No. 38, S. 1256) have in- 
vestigated the xtiology of post-operative parotitis on the basis of 16 cases of which 
one was fatal. They begin by discussing the theories that have been published about 
the disease. Their own view is that it is an affection due to infection ascending 
through the vessels. They distinguish between two forms of parotitis: the one a 
metastatic form occurring after major operations in which there has been infection 
o. the field of operation; the other coming on suddenly and unforetold by any 
mor<id symptom, is not accompanied by any infection, but occurs when, otherwise, 
the subject seems to be absolutely well. In this latter form the authors have never 
been able to detect bacteria upon examination of the blood, but in all cases discovered 
the cause of the disease in the staphylococcus aureus. The micro-organism of the 
mouth (m. buccalis) cannot by itself set up a parotitis. Even traumatic injuries of 
the glands have no influence in causing inflammation in them; there is no direct 
influence from the genitalia upon them, the relation being merely a nervous one. The 
only cause the authors can find for the origin of this form of parotitis is a disturb- 
ance in the secretion of the saliva, and this view is supported by experiments they 
made upon animals with pilocarpin and atropin. The glands whose function was 
thus interfered with could not fight against infection. The practical conclusions to 
be drawn are that throughout the operation one should avoid irritating the glands 
by the introduction into the mouth of stemmed pads or things of the kind. The 
binder round the abdomen should not be so tight as greatly to interfere with ordinary 
respiration. On the other hand, congestion of the saliva during the operation and 
for some time after it must be prevented. Other injurious factors are to be found 
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in the chloroform, the diminished and altered diet and the diminution of the water 
in the body owing to purging and limitation of the amount of fluid ingested before 
the operation, and to vomiting and hemorrhage. 


Getting Patients Up Soon After Laparotomy. 

Fr. Coun (Zentralb, f. Gyn., 1908, No. 38), on the ground of experience in the 
Kiel Klinik, advocates the early rising of patients after laparotomy as Kroénig and 
Kummell have recommended. The special advantages of this proceeding he states to 
be: rapid evanescence of the feeling of weakness after the operation, the promotion 
of bodily and mental recovery, the improvement of the appetite and of the functional 
activity of the intestines and bladder. Of 100 patients submitted to laparotomy for 
the most various reasons, 13 got up on the first day after the operation, 16 on the 
second, 21 on the third, 30°on the fourth, 10 on the fifth, 8 on the sixth and 2 on 
the seventh. The only consequences were thromboses of the veins of the leg in 
3 cases. ~ 


The Value of Cystoscopy in Deciding upon the Indications and 
Prognosis of Abdominal Operations for Cancer. 

W. Hannzs, Breslau (Zeitschr, f. Geb. u. Gyn., Band lxii, Heft 2), in a sequel to 
his earlier work on the same subject, reports upon 80 cases of cervical carcinoma 
treated in the Breslau Klinik during the past year, and cystoscopically examined by 
himself. 

The radical abdominal operation was performed in 47 of the 80 cases, and 
exploratory laparotomy in 14, but in 19 merely curetting and cauterization of the 
new growth in the usual way. Five cases are not available for the purpose of this 
article as the notes of the operations are deficient in regard to the urinary organs, 
so that 75 cases remain of cystoscopic importance, and in all these cases the cystoscopic 
examinations thoroughly confirm the views Hannes has previously set forth; even 
his thesis that when cystoscopic examination gives a negative result complications in 
regard to the urinary organs need not be feared during the operation, is thoroughly 
established, notwithstanding the considerations adverse to it published by Schauta. 
(ante, p. 225.) 


The Results of the More Extended Vaginal Total Extirpation 
of the Uterus by Bilateral Division of the Vagina, in 
Cervical Carcinoma. 

C. Stavpst, Hamburg (Zentralb. f. Gyn., 1908, No. 37) once more advocates his 
method of vaginal hysterectomy which he considers Schauta has unjustly depreciated, 
With an operability of 72°3 per cent. it can compete with any other operation. The 
results of searching for the glands suggested by Wertheim have been disappointing. 
Staude himself, in 9 out of 15 cases that died after operation, that is in 60 per cent., 
found no diseased glands at all. He has now at his disposal 104 cases of which 21 
died after the operation. While Schauta does not make his vaginoperineal incisions 
until he has shut off the carcinoma by a cuff dissected from the vaginal wall, a 
method that implies considerable mobility of the uterus, Staude makes his in the 
first instance, splits the vagina into an upper and lower portion, and undermining the 
cervix with one or two fingers, prolongs the incisions into the parametrium, then 
cauterizes the cancer and, by means of Muzeux forceps, clamps the anterior and 
posterior lips of the os uteri so as to shut off the diseased tissues completely. He 
saw recurrences in 39 cases. His permanent successes (D of Winter) were 33°3 and 
43 per cent. ; his absolute cures (A of Winter) between 8°3 and 27 per cent. In cases 
under observation for from 5 to 12 years, A=23 per cent., a proportion closely 
approximating to Wertheim’s 24°7 per cent. 
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Uniformity in Carcinoma Statistics. 

Winter, Koenigsberg (Zentralb. f. Gyn., 1908, No. 36), early this year sketched 
out some proposals for the consideration of gynaecologists upon the formulating of the 
statistics of uterine cancer, and invited criticisms from his colleagues in order that 
some uniform plan of drawing up such statistics might if possible be adopted. He 
has received expressions of opinion from 47 gynecologists: 31 approving of his pro- 
posals as put forward ; 13 suggesting various alterations, and others referring to their 
published works. As the result of these expressions of opinion which he considers 
very fully in the article before us, he now formulates the principles set out below, 
with the prayer that those who may not be completely convinced by his replies, 
considering the overwhelming majority of the concurrents, will withdraw their 
opposition and adopt the principles so generally accepted :— 

I. The primary results of operation are obtained by reckoning all the deaths which 
occur after operation. 

II. A case is to be esteemed inoperable :— 

(1) When, from the results of local examination, the radical operation 
appears to be impracticable. 

(2) When, after the abdomen is opened, the radical operation appears to be 
impracticable on the ground of the local condition. 

(3) When, before the uterus is set free, the radical operation is abandoned. 

III. In estimating the permanent results the basis to be adopted is freedom from 
recurrence for five years, 

(For certain objects, reporting the results for shorter periods of time may be of 
value. ) 

IV. In estimating the permanent results, the following deductions are to be made :— 

(1) The cases fatal from the operation. 

(For certain objects such as the estimation of the value of a particular method 
of operating merely in regard to its mortality and permanent results, the 
“relative number of cures,” suggested by Zangemeister, may be useful.) 

(2) The cases lost sight of. 

(Statistics in which the number of these is large, are of no value: the number 
must be kept as small as possible by the most careful investigation.) 

(3) The cases dying during the five years’ period of observation from inter- 
current disease provided that the postmortem examination excludes 
any connexion between the carcinoma and the cause of death; all 
other cases are to be counted as recurrences. . 

V. The number of absolute cures is to be estimated in Werner’s way, but the deduc- 
tions must be made upon the principles laid down in IV, adding to (1): “or 
which upon any ground whatever unconnected with the carcinoma, could not 
be operated on.” 


Folliculoma Ovarii. 

A. Incter, Christiana (Archiv f. Gyn., Band lxxxviii, Heft 3), describes two 
cases, the first resembling the type of Kahlden v. Mengerhausen, the second being 
similar to the case published by Voigt, and comes to the conclusion that there is no 
evidence that the bodies found in folliculomata explained as primordial ova and 
follicles, can be considered to originate as such. It seems far more probable that 
they are identical with bodies described by Ingier and are carcinomatous cells 
degenerated or in process of fission. In none of the structures in question has the 
nuclear formation characteristic of odcytes or odgonia been demonstrated. Moreover, 
recent researches make it probable that the formation of odcytes does not go on after 


the embryonal period. Folliculoma, therefore, is a term that should disappear from 
the nomenclature. 
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On Microscopic Metastases in the Ovaries of Primary Carci- 
noma of the Stomach. 

Ant, Srtzenrrey, Giessen (Muenchener m, Wchns., 1908, No, 39, S. 2053), in a 
woman who died of cancer of the pylorus, found metastases by implantation in both 
the ovaries which, macroscopically, were beyond suspicion. In another case in which 
both the ovaries had become unilocular cysts, extensive metastases of a gastric 
carcinoma, due to retrograde transmigration of cancer cells through lymphatic channels 
were present to a remarkable extent. Sitzenfrey repeats the advice he has previously 
offered in conjunction with Schenk that, in extirpation of gastric or intestinal cancer 
in women of childbearing age, the ovaries should be removed upon principle, 


Non-Infectious Inflammations of the Adnexa. 

H. Rovtxanp (Zentralb. f. Gyn., 1908, No. 38, S. 1257) points out that congestions 
of the adnexa may occur at many different times: at puberty, at the menstrual 
periods and during the intervals between them. The moment at which a Graafian 
follicle matures and ruptures is in many women betrayed by violent pain for which 
a pathological causal factor can hardly be assigned. At certain times blood and lymph 
appear to have an irritating effect upon the peritoneum, in consequence of which 
inflammatory reaction may lead to the formation of adhesions fixing the ovary, and 
so to morbid phenomena such as hemorrhage, pain and further peritoneal irritability, 
If congestions of this kind occur frequently, infarcts may form in the ovaries and 
may lead to small aneurisms which, under some circumstances, may produce actual 
ovarian hematocele. This blood may be absorbed without further injuries, but may 
lead to the formation of adhesions. Roulland reports upon experiments he has made 
upon animals, the results of which support his views. Even in the intervals between 
the catamenia, congestion of the ovaries may occur and lead to the same morbid 
symptoms. 

Moreover, passive congestion may, at any time in a woman’s life, affect the 
ovaries : in inflammations or displacements of the uterus, or of the vagina, in varicose 
dilatations of the pelvic veins and other conditions. It has been supposed that in 
such cases the symptoms are due to the inflammation having extended from the 
uterus to the ovary, a view that is naturally justified when the tubes are found 
inflamed. But this is not true when, as sometimes, the tubes are found quite healthy, 
and then Roulland’s theory must be correct. Even the menstrual enlargement of the 
uterus may elicit consequential symptoms in the ovaries, inasmuch as their blood 
supply is thereby greatly altered. Discussing the changes that are brought about in 
the various elementary tissues of the ovaries by these congestions, Roulland concludes 
that the chief alteration consists in an ovarian scleroses. 


Two Cases of Hydrosalpinx, with Torsion of the Pedicle. 
ALFIERI (Annali di Ostetricia, July, 1908) described to the Medico-Chirurgical 
Society of Pavia the following cases of hydrosalpinx. In one, which occurred 
during the third month of pregnancy, a voluminous hydrosalpinx, along with the 
ovary, had rotated for about a turn and a half from behind forward. In the other, 
in a girl of 18, a hydrosalpinx of considerable size and situated towards the left, 
together with the ovary, had rotated through a complete circle from left to right 
and from behind forward. Alfieri considers that these two new clinical observations 
support the conclusion which he has previously enunciated ;—(1) that twisting of the 
pedicle of a hydrosalpinx is by no means a rare occurrence, and may arise 
independently of pregnancy, though pregnancy is a predisposing factor; (2) oozing 
metrorrhagia is not characteristic of torsion which may be associated with menstrual 
suppression more or less complete; (3) there is in fact no characteristic symptoms 
from which to establish a differential diagnosis between twisting of the pedicle of a 


25 
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hydrosalpinx and that of the pedicle of an ovary, a diagnostic error is therefore 
inevitable in many cases; (5) in the former case early operative intervention is 
technically less difficult and has a better prognosis, J. H. F. 


The Genesis of a Hematosalpinx with Hematometra Unilateralis. 

G. Scuusert, Breslau (Zeitschr. f. Geb. u. Gyn., Bd. lxii, Heft 2), reports :—A 
girl of 19 years of age, who had menstruated regularly for three years, but with 
violent pain in her right hypogastrium, was a patient in the Breslau Klinik, and on 
bimanual palpation was found to have a quite immovable tumour about the size of an 
ostrich egg, which could not be differentiated from the uterus. On abdominal section, 
after the separation of numerous adhesions, two corpora uteri were discovered, that 
on the left side being normal in size, while the one on the right was as large as a 
goose’s egg. Exploratory puncture of the tumour yielded characteristic, thickened, 
sterile blood, and the diagnosis made was hematometra, with large hoematosalpinx on 
the right side, while the corpus uteri, tube and ovary on the left side seemed to be 
quite normal. The hematometra and hematosalpinx were removed, and the patient 
made a good recovery, 

Examination of the parts removed showed that there was congenital atresia of the 
right horn, which had no communication with the horn or cervix of the other side; 
no ovary nor any remnant of such could be found on the right side, 


The origin of the hematosalpinx may, in this case, be attributed not to any septic 
inflammatory process, but to the menstrual blood which found its way from the 
atresic horn of the uterus through the tube into the abdomen, and after the occlusion 
of the abdominal ostium of the tube accummulated in the tube, and, gradually 
distending its walls, formed the huge hematosalpinx. 


The Results of Celiotomy in Advanced Extra-Uterine Pregnancy 
the Child being Alive. 

Sitrver, Brandenburg (Archiv f. Gyn., Band lxxxiv, Heft 1), in two previous 
articles collected altogether 121 cases of ceeliotomy during the past 20 years, for ad- 
vanced extra-uterine pregnancy, the child being alive. During that time the maternal 
mortality for different periods, fell from 40 to 17 per cent. The present article relates 
to the 43 more recent cases: in 6, the tubes, and in 3, the ovaries, were intact; the 
gestation sac was ruptured in 29 tubal and one ovarian pregnancy; in one instance 
the foetus had been set free by tubal abortion. The cases are briefly reported and 
arranged in a convenient table. 

For the whole period of 20 years, marsupialization of the sac, the placenta being 
left behind, was attended with a mortality of 30°7 per cent.; on the other hand, the 
removal of the placenta when done indirectly had a mortality of 8°5 per cent., when 
directly by securing the principal blood-vessels, one of 6°8 per cent. For the ten 
years from 1896 to 1906, the mortality of marsupialization was 25 per cent., that of 
the indirect elimination of the placenta was 5°2 per cent., that of the direct by 
securing the vessels 10°5 per cent. For the most recent period from 1901 to 1906 the 
mortality of marsupialization was 40 per cent., of indirect removal of the placenta 
nothing, of direct with securing the vessels 12°5 per cent. Finally, the removal of 
the sac at the same time as the detachment of the placenta gave a mortality of only 
5°7 per cent. compared with 30 per cent. when, after the placenta had been removed, 
the sac was left behind. There can therefore be hardly any doubt that the aim in 
operating should be, not to leave the placenta behind but to remove it, indeed 
whenever possible, to perform total extirpation of the gestation sac with the placenta. 

The strife of opinions, however, extends not only to the method of operating, but 
also to the point of time at which, in ascertained extra-uterine pregnancy in the 
second half of term. the necessary interference should be undertaken. Great authori- 
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ties side with those who would brook no delay, yet Sittner proves from the mass of 
observations he has collected that the opposition to expectant treatment is not 
justified. The dangers that threaten the mother during the delay are not so serious, 
nor the difficulties of operation so greatly increased by the advance in the pregnancy, 
as to allow consideration of the life of the child to be altogether neglected. Moreover, 
the chances of the child surviving are better than is commonly supposed. 





A New Case of Ovarian Pregnancy. 

Busatta, Hannover (Archiv f, Gyn., Band lxxxviii, Heft 3), describes a case in : 
which a firm clot removed from the peritoneal cavity with the blood proved to be a H 
young ovum. The tube was normal, but on the lateral surface of the ovary there 4 
was a circular loss of substance which evidently had been the site of implantation. 
Microscopical examination showed that an ovum derived fromacorpus luteum beneath 
this spot had implanted itself not in the lutein layer but upon the surface of the 


ovary in proximity to the seat of rupture of the follicle; the rupture at the time of : 
operation was already closed by fibrin. The ovum, at first embedded in the albuginea, ; 
had, in the course of its growth, thrust this membrane before it like a decidua a 
capsularis, until it became necrotic and ruptured. Every ovarian pregnancy, there- 
fore, need not be one in a Graafian follicle (van Tussenbroek). Schickele has : 


described implantation such as in this case as epovarial. 





Getting Patients Up Soon After Labour. 

v. ALVENSLEBEN (Zentralb. f. Gyn., 1908, No. 36), on the basis of experience in 
the Kiel Klinik, advocates women leaving bed soon after labour, admitting as contra- 
indications to this course, septic or gonorrheeal infection, difficult labour with injuries 
of the soft parts, and extensive perineal laceration. Of 100 parturients, 3 got up on 
the first day, 60 on the second, 19 on the third, and 18 on the fourth; 43 of these 
women were primipare, 57 multipare. The morbidity among these cases was only 
10 per cent., while that of the Klinik generally was 17 per cent. The acceleration of 
the involution of the genitals was remarkable: decided anteversion of the uterus 
almost the rule. In unfavourable social conditions early rising is unsuitable and the 
usual rest in bed for 8 to 10 days to be recommended. 





Disease of the Heart and Pregnancy. 

Scrprapes, Budapest (Volkmann’s Sammlung, No. 458), says: As is well known, 

pregnancy often leads to aggravation of the symptoms in women suffering from disease 
of the heart, through failure of compensation. On the other hand, some few women 
actually improve through the establishment of compensation, and cases have been 
recorded of women who aborted in their earlier pregnancies on account of cardiac 
disease, and were able to carry their later children to full time. Why the cardiac 
muscle should accommodate itself in some cases and fail in others is quite unknown. 
Tuszkai published a paper in the same series (No. 407, 1905) in which he asserted 
that he was able to establish a prognosis and an indication for the induction of labour 
by observing the difference in the pulse-rates of the patient when lying and standing. 
This difference and that of the blood-pressures in similar circumstances he calls the 
lability of the pulse (pulslabilitat). 

Scipiades combats this view, and proceeds to show that modern research has :d 
demonstrated the absence of foundation for a great part of the teaching hitherto 
accepted concerning the heart and circulation in pregnancy. 

Sahli has shown that there is no accurate method of estimating the total quantity 
of blood in the living man, so there is no ground for the statement that the quantity 
of blood is increased during pregnancy. Equally groundless is the assertion that 
there is a serous plethora. The hemoglobin remains in high percentage, and if the 
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blood is hypotonic (A=—‘54) this condition is due to the diminished quantity of 
katabolic products in solution. There is no evidence, accordingly, that these are 
causes of hypertrophy of the heart in pregnancy. Similarly, the addition of the 
utero-placental circulation does not increase the resistance to the blood flow; for, as 
Engstrém and Lahs have shown, when the total length of the channel is increased 
by the addition of a collateral stream, the resistance in the original stream will 
diminish if the resistance in that of the collateral channel is greater than in the 
original one (sic). Again, the growth of the uterus does not lead to hypertrophy of 
the heart, for this organ possesses so much reserve force, if sound to begin with, that 
it can do continuous, increased labour without becoming hypertrophied. In any case, 
this condition cannot be diagnosed by measuring the blood-pressure, by percussion, 
nor by any other clinical method. Pure hypertrophy, according to Sahli, does not 
lead to increased area of percussion dulness unless accompanied by dilatation, and 
von Rosthorn has shown by skiagraphy that the increase of cardiac dulness in 
pregnancy is due to the change of position of the heart, which is pushed up by the 
diaphragm and made to lie transversely. Post-mortem investigations also have failed 
to give evidence of hypertrophy. The actual size of the heart varies with the bulk 
of the body, so there may be some increase in its size, but, as before said, there is 
no direct evidence of hypertrophy. 

Tuszkai stated that the lability of the pulse disappeared in the later months, and 
sometimes even in the beginning of pregnancy in healthy women. This he ascribed to 
the normal hypertrophy of the heart. He went on to say that the recurrence of 
lability was a sign of cardiac incompetence, and was an indication for induction of 
labour. 

Graves drew attention to the absence of Jability in certain cases of cardiac disease, 
and ascribed it to hypertrophy, but Schapiro showed that it occurred when compensa- 
tion was failing. Joriserre found /ability absent in a few women in early pregnancy, 
but Scipiades discounts these observations from the absence of proper precautions. 
Stadler found it present at the end of pregnancy. 

Scipiades made several series of observations, which he publishes in tabular form. 
From these he deduces a normal average difference—in the various months of 
pregnancy—of 12 between the numbers of the pulse-beats in the woman when standing 
and lying, and this is within the normal physiological difference. In women with 
functional murmurs, otherwise healthy, similar results were obtained. In eight 
patients with severe valvular lesions, and with varying degrees of failing compensa- 
tion, the lability varied from 1 to 18. Two of these patients died, and one was so 
collapsed as to require hurried delivery by vaginal Cesarean section. This last patient 
had a lability of 7, and the blood-pressure was 115mm. of Hg. when lying and 
121mm. when standing. Of the patients who died, one had a lability of 1, with 
blood-pressure 117mm. lying and 112 standing, while the other had a lability of 2, 
with blood-pressure 112 lying and 118 standing. Scipiades is of opinion that the 
relation of the standing and lying pulse-rates during pregnancy is not different from 
that found in cases of cardiac disease in the non-pregnant state. 


E. H. L. Oxrppant. 


Acute Yellow Atrophy of the Liver in Pregnancy. 

Bertino (La Ginecologia, July, 1908), discussing nine cases of jaundice in 
pregnancy, draws special attention to two which, beginning as simple catarrhal 
jaundice, assumed the fatal form of acute yellow atrophy. Each of the patients had 
suffered from profound anemia in a pregnancy twelve months previously, from 
which they had not entirely recovered, and each suffered a relapse when the second 
pregnancy began. The first case occurred during a severe epidemic of jaundice in 
Parma, when many persons of both sexes were struck down by the disease. The 
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other case seemed to be idiopathic in origin, but the patient, in addition to her 
anemia, had to endure the strain of a twin pregnancy. The study of these cases has 
led Bertino to the following conclusions:—(1) If jaundice, either epidemic or 
sporadic, occurs in a pregnant woman, it easily develops more serious symptoms and 
passes into acute yellow atrophy. Every form of jaundice in pregnancy should 
therefore be regarded as serious and the prognosis should be guarded; (2) among the 
many causes which determine the aggravation of the symptoms, the most important 
are those which induce changes in the parenchyma of the liver, already in a condition 
of impaired resistance owing to the increase of work thrown upon it, and the ease 
with which auto-intoxication occurs. Among such causes also may be reckoned twin 
pregnancies because of the great danger of auto-intoxication through renal strain, 
and blood diseases like anemia which lead to fatty degeneration of the viscera; 
(8) the symptomatology of atrophy is always that of an acute process of auto- 
intoxication; in this respect atrophy resembles eclampsia, though in the latter the 
liver symptoms are secondary to, and never so severe as, those of the kidney; 
(4) whenever jaundice shows itself intractable to treatment and is complicated by 
albuminuria, delivery should be induced at once, since by this means alone will 
graver evil be averted. Neither therapeutic nor obstetric measures will avail, once 
the symptoms of acute yellow atrophy begin, as the alteration of the hepatic 
parenchyma and the toxemia are then so advanced that termination of pregnancy 
brings no relief even though the pregnancy is, in most cases, the cause of auto- 
intoxication. J.H.F. 


The Excretion of Chlorides in Pregnancy, especially in Hydrops 
Graviditatis and Albuminuria. 

Brrnzpaum, Goettingen (Archiv f. Gyn., Band Ixxxviii, Heft 3), agrees with 
Cramer in believing that dropsy without albuminuria is a general affection, not merely 
a local one. The clinical success of withdrawing all chloride of sodium from the food 
of those suffering from hydrops graviditatis is explained by its depending upon a 
disturbance in metabolism which leads to retention of sodium chloride in the system. 
Birnbaum has made researches into the elimination of sodium chloride in healthy 
pregnant women, in hydrops graviditatis without albuminuria, and in the nephritis 
of pregnancy, which showed that in dropsy without albuminuria there is no retention 
of sodium chloride, and that the chloride is only held back in the albuminuria of ° 
pregnancy, as it is known to be in other forms of nephritis. In Birnbaum’s opinion 
all that is required to account for dropsy is the acceptance of a toxic element in the 
blood of pregnant women, for which a series of other signs of pregnancy are accepted 
evidence, and that this toxic element makes the endothelium of the vessels permeable, 
If the action of the toxin goes further, the renal epithelium suffers, and there is 
albuminuria and retention of sodium chloride. The distinction between dropsy and 
albuminuria is one of degree. 


Eclampsia in Extra-Uterine Pregnancies. 

Costa (Annali di Ostetrica, July, 1908), reviewing cases of extra-uterine pregnancy 
with eclampsia, either personally observed, or recorded in literature during the last 
twenty years, recognises that the materials are too scanty to base definite conclusions 
upon them, but thinks more extended observation will confirm those which he thinks 
himself entitled to draw hypothetically. These are: (1) that though extra-uterine 
eclampsia is rare absolutely, it is relatively more frequent than uterine, and that 
this greater frequency supports the view that the disease is foetal in origin; (2) the 
fact that extra-uterine eclampsia does not assume such a serious character as uterine, 
may be due to the death of the foetus occurring more readily in extra-uterine than in 
uterine gestation; (3) that as in uterine gestation, eclampsia is often associated with 
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labour and tends to take place during the puerperium, while in extra-uterine 
pregnancy it is a frequent accompaniment of false labour, there is less likelihood of 
its occurrence if the foetus be withdrawn from the maternal organism; (4) the 
influence of the seasons is analogous in both uterine and extra-uterine eclampsia; 
(5) the number of cases of eclampsia associated with extra-uterine pregnancy noted 
in primipare and pluripare is equal. Whether this equality is fortuitous or real 
remains to be determined when more copious material is available, J. H.F. 


The Treatment of Eclampsia with Veratrum Viride. 

L. Manoracattt (Brit. Med. Journ., 1908, vol. ii, p. 811), in the last ten years, has 
treated 100 cases of puerperal eclampsia by the hypodermic injection of fluid extract 
of veratrum viride, with a maternal mortality of 12 per cent. and a foetal mortality 
of 43°37 per cent. He states as a fundamental precept that small and repeated doses 
are to be preferred to large ones given at long intervals, and that the administration 
of the drug must be guided by the pulse. A strong full pulse above 80 per minute 
indicates the use of veratrum, whereas when the pulse is rapid and small, and the 
arterial pressure but slightly raised, this drug must not be administered. 

Frank E. Taytor. 


Spontaneous or Artificial Delivery in Eclampsia. 

Kayser (Zentralb. f. Gyn., 1908, No. 32, S. 1078) discusses the grounds which 
have led to active interference with the course of labour in eclampsia and the 
difficulties in appreciating the exact value of the different statistics. He appends a 
report upon 21 cases from the Charité Klinik at Berlin, in which delivery was effected 
by vaginal Cesarean section or by Bossi’s operation. The high mortality of 38 per 
cent. he attributes to the fact that, at the time, immediate delivery was not 
systematically carried out. His own views were influenced by the impression that 
accouchement forcé had upon those observers who were accustomed to the conservative 
methods of treatment. It is well worth noticing that in all cases except one, in 
which the child was dead before the mother was admitted into the Klinik, the 
children were born alive. 


On his experience Kayser advocates accouchement forcé in every case of eclampsia. 
He has had good results from vaginal Cesarean section and from the use of Bossi’s 
instrument as modified by himself. He gives, however, the preference to Bossi’s 
dilator, in the hands of an expert obstetrician, because it leaves no cicatrix, but 
considers vaginal Cesarean section to be technically an easier operation. 


Experimental and Clinical Studies on the Tetanus of Pregnancy. 

L. Apter and H. Tuater, Vienna (Zeitschr. f#. Geb. u. Gyn., Band Ixii, Heft 2). 
—The extreme rarity of tetanus in pregnancy is evident from the fact that in 
Schauta’s Klinik, in which there are considerably over 3,000 deliveries a year, only 
nine instances of this affection were seen in ten years. To these nine cases the 
authors add two more, in one of which the affection showed itself during labour, 
in the other during lactation. . 

With the object of determining the pathogenesis of the tetanus of pregnancy, upon 
which widely different views are held, the authors experimented upon white non- 
pregnant rats in the following way. Taking the greatest care to preserve the 
thyroid gland, they destroyed either the whole parathyroid or merely a portion of 
the epithelial bodies, and then kept the animal under observation for the occurrence 
of tetanic symptoms alike after the operation and during the course of one or more 
subsequent pregnancies. For the sake of comparison, total or partial parathyroid- 
ectomy was performed on six pregnant white rats also. 

As a result of these experiments the authors were able to demonstrate in a large 
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number of cases absolute relation between the epithelial bodies and the tetanus of 
pregnancy, and to show that this affection depends upon a hypoparathoidism. From 
this relationship and the identity of the symptoms with those of ordinary tetanus it 
seems possible that some approach may be made to clear up our conception of 
ordinary tetanus. 


The Value of Suprarenin in Obstetrics. 

Max. Nev, Heidelberg (Archiv f. Gyn., Band lxxxv, Heft 3) reports the results 
of experimental and clinical study of the effects of suprarenin upon the gravid uterus 
in animals, upon the nongravid uterus (in gynecological operations) and the gravid 
uterus in women. As to its value in obstetrics he obtained the following results : 
The most effective method of administering the preparation is the percutaneous in- 
jection of 0°0001 or at most 0°0003 gm. into the uterine musculosa; otherwise intra- 
muscular injection; injection into the blood-vessels is very dangerous and must be 
avoided. Immediately after the injection strong contraction occurs of short duration, 
after which the excitability remains greatly increased for a considerable time. ‘The 
indications for suprarenin Neu states to be: unusually acute hémorrhage in the 
third stage, atony from feeble contractility; also in case of need when performing 
Cesarean section or any operation on the gravid uterus. Suprarenin does not induce 
labour, and as a means of regulating the labour pains when they are feeble, requires 
more extended trial. 


The Dorsal Position in Parturition. 

B. S. Scnutrze, Jena (Hegars Beitrdge, Band xiii, Heft 2), in spite of the lateral 
position being more convenient to the doctor and midwife, considers that the dorsal 
position is the best for the woman, especially for a primipara, to adopt in labour, 
and particularly so with regard to the perineum, attributing much advantage to the 
extension of the spinal column. 


M. Samuzt, Strassburg (Zentralb, #. Gyn., 1908, No. 38), recommends that during 
the expulsion of the head, the woman should not only be in the dorsal position, but 
that her legs should be much flexed on her trunk, as thereby the perineum is relieved. 


Backward Displacement of the Arms in Face Presentation. 
Caratp1, Naples (Archiv. di Ostet, e Ginecol., July 1908), describes a case in 
which extraction of the trunk was hindered by this complication. The detailed result 
of abdominal palpation shows that the condition might have been at least suspected 
early in labour. Capaldi delivered by traction with a finger in the posterior axilla. 
He discusses the causes of this complication suggested mostly by British obstetricians : 
that the arm, originally prolapsed, and catching on the brim, is forced backward, and 
by pressing on the nape of the neck causes the face to present; that, in a face case, 
there is lordosis of the upper part of the spinal column thrusting the chest forward 
and inverting the normal curves of the foetus, so that the limbs no longer have more 
room in front and irregular uterine contractions force them backwards. Occasionally, 
too, indiscreet manipulations may cause the displacement. As Peters has shown, the 
position of the arm may prevent the transformation of the presentation of the face 
into one of the vertex, but Capaldi suggests that if the diagnosis be made early it is 
better to proceed by version. The chief difficulty is in delivering the trunk, and may 
lead to the performance of a destructive operation. E. H. L. O. 


Polypoid CEdema of the Cervix Uteri complicating Delivery. 
Rovvier, Algiers (Z’Obstétrique, August 1908) draws attention to the rarity of this 
condition. A moderate degree of cedema of the anterior lip is common, but of the 
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polypoid formation Rouvier has been able to collect only about twenty cases, including 
one observed by himself. The most constant cause has been occipito-posterior position 
of the presenting head, but pelvic deformity has also been noted. The cedema occurs 
only during labour, and is caused by pressure on the cervix interfering with the 
circulation. The cervical canal assumes the shape of an extinguisher with the base 
bevelled, the swollen part of the lip is pushed down so far that it may project through 
the vulva and its attachment, owing to the drag upon it, becomes so thin as to form 
a pedicle as small even as 7 millimetres in circumference. The part becomes more and 
more congested till it assumes a purple colour, and its consistence becomes so doughy 
that it may be mistaken for the projection of a piece of a placenta previa. At this 
stage a thrombus may form, which in some cases bursts and leads to copious 
hemorrhage. 

The differential diagnosis is easily made from rectocele and cystocele, but less 
easily from a mucous polypus: this latter may be excluded by the absence of any 
signs of its existence during pregnancy : the physical characters suffice to distinguish 
a fibrous polypus. The condition hinders labour so that some interference is usually 
necessary : if the tumour cannot be pushed up between the pains, the application of 
forceps or version may be indicated. Small punctures may be made into the tumour 
to relieve the edema, but care must be taken not to cause hemorrhage. When the 
occiput lies posteriorly the malposition should be rectified. The polypoid formation 
commonly disappears within a few days of delivery, but ablation is sometimes 
necessary. E. H. L. O. 


The New Tendency in Obstetrics. 

A. Dorperte1n, Minich (Zentralb. f. Gyn., 1908, No. 31, S. 1027), describes as 
the two great tasks with which obstetricians are now struggling, the treatment of 
difficulties dependent on deficient dilatation of the parturient canal, and the ways of 
overcroming the impediments to delivery in contracted pelves; with these nearly all 
the pathological occurrences in midwifery are connected. 

He gives the details of three cases of vaginal Cesarean section; in the first in- 
dicated by prolapse of the cord through an os uteri which admitted two fingers; in 
the second by a neglected cross birth in which the prolapsed arm of the child was 
firmly embraced by the cervix; both children were born alive. The third was one of 
detachment of the normally seated placenta with profuse intra-uterine hemorrhage, 
the os uteri being completely closed. The three women were discharged well 7 to 10 
days after delivery, having had no fever in their childbed. 

Doederlein has so far modified the technique of hysterostomotomy that he does not 
divide the fornix from the portio by a transverse incision and then push up the 
bladder, but, abstaining therefrom, simply divides the uterine wall higher and higher, 
applying his forceps further and further up on the wall, and drawing the uterus 
more and more downwards; the neighbouring organs, including the bladder, detach 
themselves from the uterus. This method is simpler and causes less hemorrhage. 

In regard to dealing with the difficulties caused by contracted pelves, Doederlein 
believes that the more one abstains from those prophylactic measures which are 
uncertain in their results, the more successful one will be in one’s own. In all con- 
tracted pelves with conjugata vera not below 6°5cm., the operation for enlarging the 
pelvis by subcutaneous hebosteotomy affords equally sure protection to the lives of 
both mother and child. In deciding the indications for interference a change must 
be made, inasmuch as subcutaneous hebosteotomy must, to some extent at all events, 
replace the alternative operations, and in Hofmeier’s opinion Cesarean section upon 
relative indications will no longer be justified in many cases, and prophylactic version, 
the high forceps, and even the induction of premature labour will, to say the least, 
lose much of their estimated value. Perforation of the living child is now an 
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operation of necessity only. For pelves with a C.V. below 65cm. the indications 
remain the same, that is to say, down to 5cm. either relative Cesarean section or 
destructive operations on the foetus; below 5cm. Cesarean section absolutely. 


The Later Results of Symphysiotomy in the Leipzig Frauenklinik. 


Tues (Archiv f. Gyn., Band Ixxxiv, Heft 1) examines the later results of 
symphysiotomy by the open method on the basis of 52 cases, of which most of the 
histories have been already published by Zweifel, Abel and Krénig. In discussing the 
conditions, indications and technique of the operation, Thies points out that no 
comparison with the recent results of hebosteotomy is justifiable, since it was during 
the gradual development of the old open method of symphysiotomy that the experi- 
ence was gained by which hebosteotomy profited. The objections made against the 
operation have been disposed of by degrees. Thies was able to re-examine 37 of the 
cases, and altogether 43 reports were available. Their object is mainly to nullify the 
statement of Baisch that spontaneous delivery would only be possible in pelves with 
loose joints and with children of less weight. Careful after measurements showed in 
the first place an elongation of the conjugata vera in 14 cases and one of the 
distance between the spines, and therefore of the transverse diameter, in 24. More- 
over, it was ascertained by palpation and Roentgengrams that there was a broadening 
of the symphysis in a majority of the cases. There were no traces of permanent 
injury, yet even in cases healed by first intention there was an increase in the width 
of the symphysis owing to yielding cicatricial tissue. Finally statistics showed that 
as a fact spontaneous delivery of large children occurred 50 per cent. more frequently 
after symphysiotomy than before it. From most careful consideration of all the 
circumstances, it appears that at all events in ten cases, the children born in sub- 
sequent labours were larger than those delivered by symphysiotomy on the same 
mothers. 

[Zweifel has now adopted the subcutaneous method of symphysiotomy. See his 
communication to the Annual Meeting of the British Medical Association, and 
Krénig in the discussion, British Medical Journal, 1908, ii, pp. 801 and 804.] 


Pubiotomy at the Charité Frauenklinik at Berlin. 


P. Kroemer (Berliner klin. Wochenschrift, 1908, No. 22) reports upon 53 cases. 


delivered in Bumm’s klinik and poliklinik by subcutaneous pubiotomy. The technique 
of the operation, which is always performed with the handled sharp needle, has 
from the first remained the same as described by Bumm and Stoeckel. Altogether 
nine different operators have shared in the work. The degree of contraction in the 
pelves of the patients varied, the measurements of the conjugata vera lying between 
65 and llcm., but the indication for the operation was always based on the dis- 
proportion of the size of the pelvis to that of the head of the child and not merely 
upon the length of the true conjugate. In the experimental period the operation was 
performed in cases of very extreme contraction, as indeed will appear from the 
results. 

Serious hemorrhage is usually advanced as one of the primary dangers. The 
bleeding, however, during the performance of the operation was generally moderate 
in amount and is only described as more profuse than usual in 3 per cent. of all the 
cases, and the hemorrhage was always arrested by firmly plugging the vagina and 
the application of a tight binder round the pelvis, a proceeding which Kroemer re- 
commends in order to prevent hematoma. There is less danger of injuring the 
bladder during the introduction of the handled needle, though three definite cases of 
puncture are recorded, than during subsequent operative delivery by turning and 
extraction, or by the forceps, when soft parts too abruptly put on stretch may give 
way. 
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In 12 cases of spontaneous delivery after pubiotomy there were only 3 instances 
of slight laceration, while in 41 cases terminated artificially there were 7 lacerations 
of the bladder and urethra and 19 tears of the vagina and vulva in the neighbourhood 
of the section of the bone. Of these lacerations some were serious, yet even when the 
healing of the wound was delayed by infiltration of urine, they all were cured except 
one fatal case: a woman who, after delivery by forceps which was accompanied by 
a communicating laceration of the soft parts, died on the fourteenth day of the 
puerperium from septic pneumonia caused by embolism; the thrombosis which 
furnished the embolus had formed in connection with the obstetric injury. The 
maternal mortality accordingly amounted to 1°8 per cent.; but it may be improved 
by more carefully prescribed indications. More than half the patients were feverish 
in childbed. In 5, the resulting vesicovaginal fistule had to be cured by operation. 
Of the children, 49=92°4 per cent. were born, and 46=86'6 per cent. were discharged 
alive. Three children died of broncho-pneumonia during the puerperium; in these 
cases the operation had evidently been too long delayed. 


Of the 53 women, 34 returned for subsequent examination, and all of them were 
well enough to do their work. About one half complained of more or less trouble, 
but a direct connection of their trouble with the pubiotomy could seldom be demon- 
strated. Retrodeviation of the uterus with descent of the vagina, was found in 
13 cases, and impaired vesical continence in five, in two of which the vesical sphincter 
was completely paralyzed. 

The bony cicatrix was found to be springy and extensible in 24 women, and in 
only 5 of those examined did firm union in the sense of bony healing appear to have 
eccurred. On the other hand, in 5 others the separation of the sawn surfaces of the 
bone persisted to the extent of two finger-breadths (without causing trouble) par- 
ticularly noticeable in one woman who had again become pregnant. Nine women 
who had undergone pubiotomy have borne children at full term: in one the pelvis 
had to be enlarged by repeating the operation, but the pelvis was roomy enough in 
the other eight ; six were delivered spontaneously and two of these by the precipitate 
birth of large children; in the other two labour had to be terminated artificially on 
account of prolapse of the cord. It is therefore to be expected that pubiotomy by 
Bumm’s method will leave the pelvis with a permanent capability for enlargement. The 
primary results may be improved by amending the prescribed indications. Suspected 
infection and other complications such as eclampsia, prolapse of the cord, stenosis of 
the soft parts or inefficient contractions of the uterus, contraindicate pubiotomy, and 
the operation has no effect in the dilation of the cervix. Pubiotomy is only to be 
attempted, after the soft parts are completely dilated, in cases of moderate contraction 
of the pelvis (the C.V., as a rule, not less than 7'5cm.), when the child’s head does: 
not engage and when the disproportion seems greater than can be overcome by the 
natural forces. The course of the labour should be allowed to proceed spontaneously 
in every possible case. 


Rupture of the Symphysis and the High Forceps. 

Voron and Gonnet (Zentralb. ~. Gyn., 1908, No, 35, S. 1149) reported to the 
Réunion obstétricale de Lyon a case of rupture of the symphysis of a pelvis justo 
minor with a diagonal conjugate of 11‘5cm. The forceps had to be applied obliquely, 
and when traction was applied somewhat to one side, the symphysis gave way with a 
loud snap. No further damage occurred, and no hematoma was formed. Yet the 
woman was for some days in great danger, with marked peritoneal symptoms and a 
very rapid pulse. She was, however, able to get up three weeks after delivery, and 
four weeks later went home, her only trouble then being a slight tenderness over the 
symphysis, 

Bar remarked that he had seen two cases of rupture of the symphysis, both of 
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which ended fatally. In one of them the forceps had been applied obliquely. He 
believed the accident occurred chiefly during the application of the high forceps in 
moderately contracted pelves. Forcible traction on the high forceps should therefore 
be avoided, 


Transverse Incision of the Fundus Uteri in Cesarean Section. 
Cova (La Ginecologia, August, 1908) advocates Fritsch’s transverse incision of the 
fundus uteri as the most simple and perfect way of performing Cesarean section. 
Certain modern methods aim at producing such adhesions of the uterine with the 
abdominal walls, that if a subsequent Cesarean section be necessary it can be 
conducted extraperitoneally, thus avoiding some of the risk of sepsis. Cova holds 
that if the modern rules of asepsis be rigorously observed the risk of intraperitoneal 
operation is slight, and the advantage of the extraperitoneal small, compared with the 
great dangers to which parietal adhesions may lead. These dangers include: 
(1) uncontrollable hemorrhage through incomplete retraction of the uterus or 
defective suture of the ends of the wound; (2) great pain, sometimes lasting beyond 
the puerperium, owing to the extensive adherence of serous surfaces; (3) interference 
with the development of the uterus in subsequent pregnancies, so that abortion is 
frequent and rupture of the posterior wall of the uterus, through over-distension 
consequent on tenacious adhesions of the anterior wall, not unknown. Cova claims as 
the great merit of Fritsch’s method that it avoids the possibility of union between 
the edges of the uterine and those of the peritoneal wounds, and that it thus 
eliminates the most dangerous type of adhesions. Slight omental or intestinal 
adhesions may form, but these in no way hinder the retraction of the uterus, or its 
normal expansion in subsequent pregnancies. Further advantages of Fritsch’s method 
are: the care with which the incision, the extraction of the foetus and the suture of 
the uterus can be accomplished, the possibility of avoiding the placenta and of 
preventing the escape of blood or amniotic fluid into the peritoneal cavity, and the 
diminished tendency to post partum hemorrhage, J. HF. 


A Case of Ruptured Uterus. 

A. M. Sorasar (Brit. Med. Journ., 1908, vol. ii, p. 936) reports the following case. 
Five weeks after parturition a woman, aged 24, complained of abdominal pain ard 
tenderness and profuse offensive discharge. The uterus was curetted and ovum 
forceps were used to remove what was believed to be placenta attached to the fundus. 
A coil of large intestine was withdrawn! This was replaced and a saline injection 
was given through the wound and the patient was placed in the Fowler position. 
She did well until the seventh night, when a discharge was noticed, slightly yellow 
and with a faint odour of digestive fluid. A rent in the intestine was suspected 
and laparotomy was performed. The omentum was found closely adherent and 
shutting off the lower part of the abdomen: it was left undisturbed. The patient 
died five days later. No autopsy was performed. 

Sorabji considers that the case was one in which there had been a long transverse 
tear in the fundus, and that lying on this tear and protruding into the uterus was a 
coil of intestine shut off by the adherent peritoneum. 

Frank E. Tayror. 


The Action of Bacillus Aerogenes Capsulatus (Bacillus Per- 
fringens) on the Uterine and Vaginal Mucosa. 

Hernnicivs, Helsingfors (Archiv f, Gyn., Band lxxv, Heft 1), from experiments 
on rabbits and guineapigs with the bacillus aérogenes capsulatus, has been further 
convinced of the vast importance of the cells of the superficial epithelium, and of the 
glandular epithelium, which was apparent from his earlier experiments with the 
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streptococcus pyogenes. Through intact and healthy epithelium the bacilli are in. 
capable of penetrating to the subjacent connective tissue and its lymphatics. On the 
other hand, during pregnancy, the cells of the epithelium and glands degenerate 
under the influence of toxic matter, and the bacilli can pass through. Pregnancy 
seems to favour the pathogenic properties of the bacillus aérogenes capsulatus. 


Putrefaction of the Liquor Amnii, with Special Reference to the 
Action of the Bacillus Aérogenes Capsulatus. 

Cart, Genoa (Archiv. di Ostet. e Ginecol., July 1908), contributes a long article 
on this subject. Among the causes of putrefaction of the liquor amnii are premature 
rupture of the membranes, though putrefaction occurs with the membranes un- 
ruptured; presentations in which engagement is not complete, so leaving a space 
through which micro-organisms may invade the sac ; injuries of the cervix, and diseases 
such as carcinoma; and also cervicitis and endocervicitis. The putrefaction is usually 
set up by the bacillus aérogenes capsulatus, which is identical with the bacillus 
phlegmones emphysematosae of Fraenkel and b. perfringens of Veillon and Zaber. 
This bacillus is pathogenic for animals, and its virulence is increased by association 
with other aerobic micro-organisms and it then circulates in the blood; when not so 
associated, it cannot be found in the blood, but changes in the liver suggest that it 
does enter the circulation. 


Puncture of the membranes should be abandoned as a method of inducing labour, 
and when the membranes rupture early in labour, the patient should be carefully 
watched and labour should be terminated if signs of infection appear. The bacillus 
aérogenes capsulatus is one of low vitality and can be easily destroyed in the uterine 
cavity. 

When the liquor amnii is putrid it is of the utmost importance to irrigate the 
vagina during labour and also to wash out the amniotic cavity in the third stage of 
labour and the uterine cavity immediately after the birth of the placenta. [Cf. Raineri, 
ante, vol. xiii, p. 297.] E. H. L. 0. 


The Timely and Correct Performance of Ligature of the Veins 
as the Most Effective Means of Successfully Treating 
Puerperal Thrombophlebitic Pyzmia. 

v. BarpDELEBEN (Berliner kl, Wehns., 1908, No. 6), the well-known author of 
“Streptococcus and thrombosis, experimental researches on the mode of origin of 
streptococcic venous thrombosis,” in this article contests the objection of the 
opponents of ligature of the veins in puerperal thrombophlebitic pyemia, pointing 
out that the unfavourable statistics advanced by them as evidence are altogether 
unreliable, inasmuch as cases are grouped together as of equal value which are 
essentially different in regard to the fundamental principles and technical performance 
of the operation, and further because the diagnosis of puerperal thrombophlebitic 
pyemia was not firmly established in all the cases regarded as such. To establish 
that diagnosis the objective proof of thrombophlebitis is essential, the palpation of 
the thrombosed convolutions of the veins. 

After careful selection of cases hitherto published, v. Bardeleben finds in his 
collection a mortality of only one-third compared with two-thirds cured. He con- 
siders the results of the experiments made upon numerous animals at Bumm’s Klinik 
and published by him, as valuable evidence, and these tend to show that in strepto- 
coccic venous thrombosis there is no more effective means of disposing of and neutral- 
izing the micro-organisms than isolating the morbid focus by ligaturing the veins 
affected. That such isolation is possible in the venous system to be dealt with in 
puerperal pyzmia is proved by the anatomical researches of Kownatzki, on the basis 
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of which one need not hesitate to ligature the spermatic and hypogastric veins on 
both sides or, on one side, the spermatic and also the common iliac vein. The essential 
points are that the operation should be performed directly the diagnosis is established, 
should be transperitoneal, and always extend to both spermatic and hypogastric veins. 
Owing to the extremely exhausted state of the patient in many cases, skilful and 
rapid operation is essential for success. The histories of two successful cases are 


appended. 


The Value of Bacteriology in Childbed. 

MansFIELD, Budapest (Archiv f. Gyn., Band lxxxviii, Heft 3), has made bacterio- 
logical examinations of the uterine cavity in 54 puerperal women in Tauffer’s Klinik, 
40 of whom were fever free and 14 feverish. Among the former the uterus contained, 
on the fourth and fifth days of the puerperium, micro-organisms in 60 per cent., and 
streptococci in 22°5 per cent. By itself, smear preparations is no criterion as to the 
presence of germs in the lochia, for in women free from fever.the number of germs 
is so small that they cnly become noticeable in the cultivations. (1) In the feverish 
cases in which the fever was extragenital, the lochia were sterile. (2) In the cases 
of puerperal fever the smear preparations showed numerous germs. (3) The less 
serious cases were ones of mixed infection of streptococci and bacilli. (4) The severe 
cases showed streptococci in pure culture. Mansfield, therefore, insists that the 
bacteriological examination of the lochia is not so unimportant as Hofmeier supposes, 
since it permits the diagnosis of extragenital disease in feverish cases, and the prognosis 
in puerperal infection. 


Metritis Dissecans Puerperalis. 

GrRAFENBERG (Archiv f. Gyn., Band Ixxxiv, Heft 1) reports an instance of the 
morbid process described by Beckmann, observed in the Kiel Klinik: On the 36th 
day after delivery a woman got rid of a peculiarly shaped sequestrum, and then 
recovered. The portion of the uterine musculosa expelled comprised the greater part 
of the left side of the fundus and lateral wall, and consisted of a thick upper and 
thin under portion, in the latter of which there was a well-defined aperture, probably 
the outlet for the pus. When involution had taken place the impression given by 
examination was that of a right-sided uterus unicornis. In spite of the threatening 
symptoms, the prognosis had been favourable throughout, as continued examinations 
of the blood had revealed numerous leucocytes and neutrophile nuclei. The diagnosis 
was easily established on the base of the characteristic symptoms described by 
Beckmann and present in the case. After slight involution the fundus rises again 
and becomes very tender. Putrid malodorous pus is discharged on pressure, and 
ultimately oedema of the external genitals occurs, to be attributed to thrombosis of 
the pelvic veins. Treatment should be conservative unless peritonitic symptoms 
suggest that rupture is about to take place and indicate vaginal extirpation of the 
entire uterus. 


Air Embolism in Cases of Placenta Previa. 

P. Escu, Marburg (Zentralb. f. Gyn., 1908, No. 39), reports a case of air embolism 
fatal for mother and child. The patient was a tertipara, aged 31, with total placenta 
previa upon whom combined version in Braxton Hicks’ way had been performed 
under chloroform. One minute after the version had been completed symptoms of 
air embolism appeared and the patient died in a quarter of an hour. The child was 
delivered immediately by dividing the anterior wall of the cervix, but was apparently 
dead and could not be revived. Esch attributes the death of the mother to a para- 
doxical embolism as Cohnheim calls it, originating in the persisting patency of the 
foramen ovale. The autopsy on the child revealed intracranial subdural hemorrhage 
and rupture of the tentorium cerebelli. 
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The Dangers of the Natural Efforts of Labour in Placenta 
Previa, and their Diminution by Retroperitoneal Incision 
of the Uterus. 

H. Sevruerm, Tibingen (Zentralb. ¢. Gyn., 1908, No. 40), suggests that when a 
diagnosis of placenta previa is established, labour should be terminated by his method 
of extraperitoneal hysterotomy. In his own cases so treated he has found the loss 
of blood to be less than in those by any other method. As an addition to plugging the 
uterus internally he found compresses of hot salt solution very useful. Of 15 cases of 
placenta previa in the Tiibingen Klinik, 8 were delivered by this incision and the 
results were 8 living healthy mothers and 8 living healthy children. Delivery by 
incision is indicated provided the child is alive and the mother not infected, 


Retained Portions of the Ovum and so-called Placental Polypi. 

G. Scuickete, Strassburg (Hegars Beitrdge, Band xiii, Heft 2), classifies the 
anomalies due to retention of portions of the ovum into three groups: (1) Those in 
which hemorrhage occurs shortly after delivery and anatomical examination of the 
retained matter discloses nothing of much interest; (2) those (nearly always after 
abortion) in which, after irregular hemorrhage, mucous membrane, decidua and, but 
not always, chorionic villi are removed; and (3) placental polypi which consist of 
blood and fibrin, with or without decidua, and chorionic villi with proliferation of 
their ectodermal cells. The third group are of most interest, and Schickele’s re- 
searches turn chiefly to the origin of such polypi and to the relation in which they 
stand to chorionepithelioma: the origin of the latter from the former seems very 
improbable. 


Supposed Amylogenetic Function of the Placenta. 

BatteRIni (Annali di Ostetricia, July, 1908) records the results of researches 
instituted to determine whether the placenta acts as a membrane, subject to the 
usual laws of physical science, or whether it, like the liver, has a specific amylogenetic 
or glycogenetic function and behaves as a liver towards the foetus. In numerous 
clinical experiments doses of glucose, sufficient to cause saturation of the blood with 
sugar, were given by the mouth at the beginning of labour, and examinations of the 
urine, of the maternal and fcetal blood, and of the placenta were subsequently made, 
In experiments on animals intravenous injections of solutions of glucose were 
administered, and the amounts of glycogen in the placenta and in the feetal liver 
were afterwards determined. 

The conclusions drawn from both the clinical and the animal experiments were : 
(1) that the placenta has no amylogenetic activity which can be regarded as a 
specific function influencing the interchange of maternal and feetal sugar; (2) that the 
percentage of glucose in maternal and fetal blood is practically equal; (3) that it 
may therefore be assumed that, in the exchange of glucose the placenta behaves like 
an animal membrane, of a partially permeable type, across which osmotic equilibrium 


of the two blood systems is slowly re-established if by any reason it is suddenly 
disturbed. J.H.F. 


Compression of the Aorta in Post-partum Hcemorrhage due to 
Atony of the Uterus. 

Pacer (Za Clinica Ostetrica, August, 1908) relates three cases of post partum 
hemorrhage; in two of these compression of the abdominal aorta gave the best 
possible results, while in the third massage, bimanual compression, injections at 50°C. 
and vaginal tampons all proved of no avail. 

Paggi holds that compression of the abdominal aorta has a scientific basis, 
inasmuch as it is analogous to pressure on the brachial artery in hemorrhage of the 
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palmar arch, and it is compression of the largest afferent trunk at the seat of election 
when the wounded point cannot be reached. The inconveniences of the method are : 
(1) that the compression must be prolonged for several hours, and hence necessitates 
two or three willing attendants to relieve each other; and (2) that the continued 
supervision by the doctor or midwife is necessary during its execution. On the other 
hand, its advantages are that it is easily carried out, requiring neither special 
instruments nor expert assistance, and that it may be employed in the most desolate 
country cabin. J.H.F. 


Intra-Uterine Death of a Hydrocephalic Fetus. 

T. E. Watker (Brit. Med, Journ., 1908, vol. ii, p. 921) reports :—A primigravida 
was taken in labour at eight months, the abdominal enlargement and foetal movements 
having ceased two months previously. The fundus uteri reached to just above the 
umbilicus. Bulging through the os was what appeared to be a thick bag of 
membranes. On rupturing this a small quantity of fluid escaped, and further 
examination showed it was not the membranes, but a hydrocephalic and macerated 
head which had been perforated. Delivery was easy. The macerated foetus was of 
about six months’ development. Frank E, Taytor. 


Tracheal Insufflation in New-Born Infants. 
J. A. Swinpate (Brit. Med. Journ., 1908, vol. ii, p. 1104) records a case in which 
a child, delivered by forceps for slightly contracted pelvis, was apparently quite 
lifeless at birth, but was successfully resuscitated by tracheal insufflation after the 
failure of Silvester’s and Marshall Hall’s methods of artificial respiration. 
Frank E. Taytor. 


The Treatment of Melaena Neonatorum. 

METTLER (Gynaekologische Rundschau, 1908, Heft 18) reports the case of a child 
who, ten hours after birth, bled copiously from the rectum on four different 
occasions. The subcutaneous injection of 10cm. of a 10 per cent. solution of gelatine 
completely arrested the hemorrhage. E. Scorr CarMIcHAEL. 


Ano-rectal Imperforation in the New-born. 

W. M. Mastin (Surgery, Gynecology and Obstetrics, September, 1908), after 
giving a survey of the history of the early surgical treatment of congenital absence of 
the rectum and anus, reports the following case:—An infant, 61 hours old, 
presented signs of intestinal obstruction and peritonitis. The proctodeum readily 
admitted the little finger, but ended in a blind sac, about an inch above the orifice. 
There was no perineal impulse when the baby cried, and on account of its desperate 
condition it was decided to perform left inguinal colostomy, with secondary 
proctoplasty aided by a guide in the bowel, at the earliest favourable time. The 
sigmoid was stitched to the incision by a double row of silk sutures. No attempt 
at spur formation was made. The bowel was opened by a free incision. Recovery 
was uneventful. A few weeks later, when it was urged that a perineal anus should 
be made, the parents refused permission, on the ground that they were satisfied 
with the child’s condition. When seen, nearly eight years later, the patient was a 
normally developed, well-nourished boy. He had a certain control over the bowel, 
there was no excoriation of the surrounding skin, and the inguinal anus admitted the 
first joint of the index finger. A finger introduced into the proctodeum could not 
reach a sound passed through the inguinal opening into the colon. Mastin thinks 
that the happy result in this case was chiefly due to the fact that the opening in 
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the bowel was near the bottom of the colonic pouch. Otherwise fecal accumulation 
with ulceration and fatal peritonitis would probably have occurred as in Sir William 
MacCormac’s case. He gives also brief notes of two cases in which median perineal 
proctoplasty was successfully performed by himself. Mies H. Puitips. 


Congenital Teratoid Sacral Tumours. 

Hinterstotsser, Teschen (Archiv f. kl. Chir., Band lxxxvii, Heft 1), reports the 
successful extirpation of a pedicled tumour attached to the coccyx of a new-born 
infant, and as large as the child’s head. The tumour was cystic and contained pieces 
of cartilage and bone, muscular fibres, structures like glands and soft masses like 
round-celled sarcoma. It was diagnosed as a monogerminal teratoid with sarcomatous 
change. Two years afterwards the child was re-admitted with a large local re- 
currence, and an attempt to extirpate it proved fatal. The autopsy revealed numerous 
metastases in the retroperitoneal glands, the lungs and the liver. 


R. Ketter, Srassburg (Archiv f. Gyn., Band Ixxxv, Heft 3) reports two tumours 
respectively as large as a fist and as a man’s head, from female foetuses 27 and 55cm. 
long, and containing derivatives of all three germinal layers. 


Epignathi. 

Srmmonps (Muenchener m. Wcehns., 1908, No, 37, S. 1950), at the Biological 
section of the Hamburg Medical Society, described epignathi as double monsters 
whose connection is by the gums, upper jaws, mouth or throat; one individual 
being normally developed, the other merely rudimentary and generally projecting as 
a formless mass from the mouth of the autosite. Sometimes some parts of the body 
can be made out in the parasite, sometimes it is merely an amorphous large tumour, 
sometimes it is merely a little tumour of the cavity of the mouth. These malforma- 
tions are of interest, to the pathologist as transition forms between teratomata and 
true double monsters, to the obstetrician on account of the difficulties they cause in 
labour. He exhibited two specimens of epignathus amorphus, the form that is far 
the most common :— 

(1) A woman, aged 17, aborted in the sixth month, and after the extraction of a 
foetus 33cm. in length, the uterus remained abnormally large. A soft, nodulated 
tumour, weighing 380 grammes, was then extracted, which had been attached to the 
back of the pharynx by a bony pedicle and, projecting from the gaping mouth of the 
foetus, had been torn away during delivery. Both jaws were much deformed but 
otherwise the child was normal. The tumour consisted of myxomatous connective 
tissue beset with cysts, permeated with bony processes, containing cavities lined with 
cylindrical epithelium, vessels, nerves and cartilaginous tissue, and covered with an 
epidermoid investment. 

(2) A woman of 25, aborted in the sixth month. A fetus 35cm, long was 
extracted with difficulty, the mouth of which was distended widely by a soft tumour 
as large as a fist attached by a broad base to the bony gums. Moreover, on the left 
side of the upper jaw a tumour as large as an ostrich’s egg projected, covered at the 
base by normal skin, but at its summit by an investment like mucous membrane. 
This mass invaded the whole of the left upper jaw, and had dislocated the eye far 
upwards and had also thrust downwards and flattened out the lower jaw. The tumour 
reached down to the navel, with tuberous out-growths. Microscopically the structure 
of both tumours was the same, consisting of fibrous and myxomatous tissue, in which 
there were many canals lined with cylindrical epithelium ; vessels, muscular fibres, and 
nerves were also found. Illustrations of both cases are appended. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNACOLOGICAL SECTION. 
Meeting held October 8th, 1908, the President, Dk. Herpert SPENCER, in the Chair. 


Dr. Jonn Evan Spicer read a paper on 

MALFORMATION OF THE URETHRA IN THE Foetus as A Cause or DystTocIA, WITH SOME 
CONSIDERATIONS ON SECRETION OF URINE IN THE Fetus, 

Photographs and drawings of a six months’ foetus, delivered by Dr. Spicer when 
Resident Accoucheur at the London Hospital, were shown, and the clinical history 
given. This foetus was found to have imperforate urethra and enormous dilatation 
and hypertrophy of the bladder. Diagnosis and treatment of such cases were 
reviewed in the light of about 70 other cases collected from the literature of the last 
100 years. After a short summary of an exhaustive dissection of the foetus, the 
speaker proceeded to discuss the results of imperforate urethra in the foetus, and 
said that in itself the atresia in no way interferes with the general growth in utero, 
nor does it of necessity create other complications in utero which render the life 
of the new-born infant impossible. It becomes dangerous in utero only in the 
presence of a large secretion of fluid by the foetal kidney, and such secretion he 
believes to be pathological. The foetal kidney normally allows the infiltration of a 
small quantity of watery fluid, but the amount is insignificant. The kidney is not 
employed as an excretory organ in utero unless a breakdown occurs—partial or 
complete—in the normal mechanism, by which the mother performs the whole of the 
excretory function of her child. That mechanism depends on the integrity of the 
combined circulation, and is amply provided for through the placenta. A physio- 
logical breakdown may be said to occur with the onset of labour, beginning perhaps 
some little time previously, so that children are often born with urine in the bladder, 
The kidney, like the other major organs, though capable of carrying on post-natal 
functions of a sort at an earlier date than the tenth lunar month if necessity 
demands, remains in abeyance during fcetal life. The effect of accumulation of fluid 
in the foetal bladder depends on the amount, the rate, and the date of secretion, and 
especially on the possibility of evacuation. Hypertrophy and dilatation of the 
bladder wall can only arise where there is an actual or virtual means of exit for the 
contained fluid, 

The Presrpent (Dr. Hersert R. Spencer) said that, without further consideration, 
he did not feel inclined to give up the view that he had long held—that the feetus 
normally secreted urine and passed it into the liquor amnii during pregnancy. He 
had met with at least half-a-dozen cases of stenosis of the ureters in stillborn children 
in which the ureters were distended with urine above the obstruction; in one case 
the distended ureter gave rise to dystocia. When the kidneys were absent, the liquor 
amnii had been observed to be very scanty. With regard to the statement that the 
fostal secretions remained in abeyance till birth, it was certainly not true of the 
vaginal or uterine secretions, for he had found the vagina and body of the uterus 
greatly distended when the outflow of mucus was obstructed by stenosis or by 
tumours. 
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Mr. Atpan Doran observed that quite recently a case of oligohydramnion had 
been reported where both kidneys were absent in the foetus and the bladder empty. 
The suprarenal bodies were hypertrophied. The absence of the kidneys was held 
to support the theory that the liquor amnii was mainly supplied by the foetus, but 
Mr. Doran doubted if Dr, Spicer or any other competent obstetrician would be 
convinced on the evidence of a single case. 


Dr. W. S. A. GnrirritH said that the records of these cases showed that 
imperforate urethra was not necessarily followed by distension of the foetal bladder, 
and he was prepared to accept Dr. Spicer’s view, that interference with the normal 
secretory apparatus of the foetus through the placenta was the cause of renal activity 
before birth, and that this activity during intra-uterine life was, therefore, patho- 
logical. The class of cases which he believed Dr. Spicer had not referred to in his 
paper was that of distension of the foetal bladder without stenosis of the urethra, 
and he pointed out that, although the view that a foetus could empty its bladder into 
the closed amniotic sac was commonly held, no one had brought forward any evidence 
that this was possible, and it appeared to be very unlikely, although the cases where 
great hypertrophy of the bladder wall existed as reported by Dr, Spicer, seem to 
show that under certain circumstances it might be possible. 


Mr. Asan H. G. Doran, and Mr. Curusert Lockyer, also read a paper on 


Two Cases oF UTERINE Fisroip SHowinG PERITHELIOMATOUS CHANGES: LONG 
IMMUNITY FROM RECURRENCE AFTER OPERATION, 


which appears as an original article on p. 320 of this number of the JourNAL. 
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REVIEWS OF RECENT BOOKS. 


MepicaL Gynzcotocy. By Howard A. Kelly, A.B., M.D., LL.D., Hon. F.R.C.S. 
(Edin.), Professor of Gynzcological Surgery in the Johns Hopkins University, 
and Gynecologist to the Johns Hopkins Hospital, Baltimore, etc. With 163 
illustrations. Londou: Sidney Appleton, 1908. Royal 8vo. 25s. net. 


In view of the marked surgical trend of modern gynecology it may strike the 
reader at first sight with surprise that a volume of 600 large pages can be required 
to describe “ Medical Gynecology.” Indeed, if we were hypercritical in our definitions 
we might say that the title of the bock is a misnomer, since it is not all medical, 
neither is it all gynecology. Nevertheless, like the terminological inexactitude that 
states that “the sun rises,” this title conveys a correct impression. The book treats 
essentially of gynecology as the field of the medical practitioner, as distinguished 
from the practice of the gynxcological surgeon; and as we may say of the organs of 
the body that “all are but parts of one stupendous whole,” there is justification for 
the consideration in this book of such subjects as hysteria, headache, backache and 
constipation, which are closely allied, in many cases, with disorders of the female 
pelvic organs. Dr. Kelly gives us the key-note of this volume in the preface. He 
tells us that gynecology began as a sort of minor specialty coupled with diseases of 
children, and often professed by general practitioners with no special training; from 
this it has grown to the dignity of a major surgical specialty. As in other depart- 
ments of medicine, the general practitioner has yielded up to a little group of in- 
vestigators that portion of his territory which is most obscure and difficult, in which 
he has made least progress; the field is diligently cultivated and a specialty is 
formed. Then, in time, the specialist so simplifies the etiology, the diagnosis, and 
the treatment, that he is able to hand back a part at least to the general practitioner, 
with whom he continues in relations of harmony and sympathy, so that both work 
conjointly to a common end, namely, the extinction of disease and the amelioration of 
its ravages. “It will be my effort,” says Dr. Kelly, “in the following pages to 
review my special field, in an endeavour to return to the general practitioner that 
portion of it which he ought to recover by right of his prior lien.” It is in harmony 
with this purpose that, in a graceful dedication the book is inscribed “to the ideal 
general practitioner, a man of wide culture in his profession, in close touch with all 
the specialties, the beloved friend of his patients, and above all, in every relation of 
life a sincere and a devout Christian, Dr. Brice W. Goldsborough.” To those who 
are familiar with Dr. Kelly’s work or with his writings, it is hardly necessary to say 
that the aim of the book has been admirably carried out. The general practitioner 
will find here all that he requires to know in order to make a success of the gynzxco- 
logical department of his practice. Nor will the gynecological specialist who studies 
this book find that he has wasted his time; he will have gained a great deal if it 
causes him to realise afresh (if he is in danger of forgetting) that the proper under- 
standing and the successful practice of his specialty depend in a large measure on his 
broad appreciation of its relations to other branches of medicine; and that he will 
fail to understand even gynecology if he views the body only through a speculum. 

Dr, Kelly has obtained the co-operation of other writers for special chapters, such 
as those on functional nervous diseases, gonorrhea, syphilis, abortion, fibroids, 
enteroptosis and movable kidney: these are all duly acknowledged in the preface. 
The hygiene of infancy and girlhood is one by two medical women, Dr, Lilian 
Welsh and Dr. Mary Sherwood. 
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The first chapter deals with preliminaries, examination, diagnosis, and case taking : 
special stress is properly laid on examination of the bladder and rectum as a matter 
of routine, and the value of examination under anesthesia is insisted upon. Examina- 
tion in the knee-breast position receives a greater amount of consideration than is 
usually given to it in England. The second chapter contains much useful and 
suggestive matter on the hygiene of girlhood; the idea, which is perhaps still largely 
entertained, that college life and pursuits are unfavourable to the proper development 
of a girl’s womanhood, is definitely combated; but the authors of this chapter lay 
great stress on the importance of combining physical with mental culture, and on 
the necessity for the propagation of teaching on the subject of hygiene. A good and 
complete account of normal menstruation is found in Chapter iii; with some wise 
warnings on the importance of early and careful investigation of all cases of abnormal 
discharge at the time of the menopause. Dysmenorrheea is treated in the next 
chapter. The author rejects (we think very properly) the mechanical or obstructive 
theory of dysmenorrhcea and lays special stress on neurosis, malformations, displace- 
ments and inflammatory conditions as causal factors. We confess to some surprise at 
the prominence given to fibroids as a cause of dysmenorrhea, because in our 
experience this has not been a notable symptom in the case of these tumours; but the 
author found that of 200 cases of uncomplicated myoma in women under 45 no fewer 
than “25 per cent. showed that painful menstruation had made its appearance since 
the onset of the trouble for which the patient sought advice.” The opinion is 
expressed that electrical treatment has been unduly neglected in these cases. Among 
remedies advocated we find the coal-tar preparations in combination with stimulants ; 
and rectal injections of sodium bromide, 40 grains in a pint of hot saline solution, or 
of antipyrin, 15 grains in 8 ounces of the same, are strongly recommended. When 
dilatation of the cervical canal is undertaken for dysmenorrhea in virgins, it is 
advised that the cervix be drawn down to the vaginal orifice, to avoid tearing the 
hymen. This practice does not commend itself to us, because the resulting pre- 
disposition to prolapse may be a greater evil than the injury to the hymen. In 
Chapter v there is a careful account of intermenstrual pain; and after reviewing the 
theories as to its cause, the author concludes that his opinion is “substantially in 
agreement with that of Priestly, namely, that intermenstrual pain is definitely 
associated with the physiological changes in the ovary which result and end in 
ovulation.” Chapter vi deals with amenorrhea, including the apparent amenorrhea 
that results from atresia. We find on p. 128 the surprising statement that, whereas 
atresias of the genital tract resulting in primary amenorrhea have usually been 
regarded as generally congenital, “most of them are really the result of infectious 
inflammatory processes, originating for the most part in the acute infectious diseases, 
especially typhoid and scarlet fevers.” This subject is discussed more fully in 
Chapter x, where the authorities for this view are quoted; but in the latter chapter 
the statement is qualified, in the quotation from Nagel, that “most cases of so-called 
congenital atresias of the vagina or hymen, where the uterus and adnexa are normal, 
are acquired.” (Zhe italics are ours.) The author appears to admit the possibility 
of the phenomenon known as “ vicarious menstruation,” and he quotes some authors 
who have advocated and even practised the removal of the ovaries in order to cure 
troublesome “ vicarious” hemorrhages. We cannot but think that much more definite 
evidence is required before such a practice is approved. The sixth subheading of 
this chapter is called “ Vicarious amenorrhea”: we suppose that this must be a mis- 
print. Menorrhagia and metrorrhagia receive full and adequate consideration in 
Chapter vii, which may be regarded as a surgical chapter : a more classified grouping 
of the causes of hemorrhage would assist diagnosis. An excellent chapter follows 
treating of constipation, headache, insomnia and obesity: it will well repay careful 
perusal. Backache and coccygodynia are the next subjects: the practitioner will find 
some useful and suggestive observations. Dr, Kelly states that his experience has 
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taught him that backache is not often directly dependent upon any pelvic disease, 
though it is a common concomitant; he attributes most lumbar aches rather to the 
neurasthenic or run-down condition of the patient. We would like to draw special 
attention to the observation that a common cause of post-operative backache is the 
straight-out dorsal posture in which the patient lies during a long cperation. A full 
account is given of Goldthwait’s views on sacro-iliac subluxation as a cause of chronic 
backache. Chapter x has valuable and suggestive information on the réle of acute 
infectious diseases as a cause of pelvic disease; we have already referred to their 
influence in cawsing vaginal atresia leading to primary amenorrhea. Vulvitis, vaginitis, 
cervicitis and endometritis are grouped together in a way that elucidates and 
emphasizes their inter-relations, in Chapter xi; and pelvic inflammatory disease is 
treated soon after in Chapter xiv, the continuity being interrupted to allow of the 
consideration of the subjects of pruritus, vaginismus and masturbation, and displace- 
ments of the uterus. We should have liked to see the continuity in the inflammatory 
sections maintained. The difficult question of masturbation in women is treated in 
a wise and restrained fashion, being neither glossed over nor unduly exaggerated. 
The accounts of sterility, gonorrhea, syphilis and abortion, in Chapters xv to xviii, 
are excellent, and should be carefully studied. 

Under the heading of injuries and ailments following labour, the author considers 
primarily the importance of prophylaxis. When we come to fibroid tumours and 
uterine cancer we are of course on the borderland of surgical gynecology; the author 
gives all that the practitioner requires to know on these subjects, short of surgical 
operations. Cystitis, functional nervous diseases in relation to gynecology, appendi- 
citis, splanchnoptosis, movable kidney and post-operative conditions are finally passed 
under review; our space does not allow of further detailed criticism. The illustra- 
tions are of the type of excellence which Dr, Kelly has trained us to expect in the 
works associated with his name. We trust that we have sufficiently outlined the 
scope of this excellent work to stimulate both gynecologists and general practitioners 
to a careful study of its pages. If we succeed in this, their thanks will be our 
reward, A. E.G. 


CoNnTRIBUTIONS TO THE STuDY OF THE EaRLty DEVELOPMENT AND IMBEDDING OF THE 
Human Ovum. By Thomas H. Bryce, John H. Teacher and J. M. Munro 
Kerr. Published by James Maclehose & Sons, Glasgow, 1908. Med, 4to. 
10 figs. and 12 plates. Price 12s, 6d. net. 


The monograph in which Drs. Bryce, Teacher and Munro Kerr have embodied 
their descriptions of the history and characteristics of two very young human ova, 
constitutes a valuable addition to our knowledge of the very early stages of human 
development, not only because specimens such as those described are so rarely 
obtained, but also on account of the excellence of the description, the suggestive- 
ness of the discussions on the data presented and the elaborateness, detail and beauty 
of the accompanying illustrative figures. 

The first portion of the monograph deals with an ovum discovered in a portion of 
aborted mucous membrane, and the history of the specimen is so clear that the 
authors are fully justified in estimating its age to be about twelve or thirteen days, 
in which case it is the youngest human ovum known, for Peter’s ovum, which was 
originally estimated as three or four days old, is certainly not less than thirteen or 
fourteen days, 

The Bryce-Teacher specimen was embedded in the uterine mucous membrane, and 
the aperture through which it had entered was closed by a fibrinous plug. It measured 
1°95 by 0°95 by 1°10 mm., and, after fixing and hardening, was of an irregularly ovoidal 
form. It consisted essentially of three vesicles, one large and two small, the two 
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latter being enclosed within the former. The wall of the large vesicle was formed 
by chorionic ectoderm or trophoblast and it was separable into two layers, a thin 
inner layer, in which cell territories were distinguishable, the cyto-trophoblast, and a 
much thicker outer layer the plasmodi-trophoblasts, which formed a reticulum of 
nucleated protoplasm, the meshes of which were filled, for the most part, with 
maternal blood. The outer surface of the plasmodi-trophoblast was irregular, and 
processes from it projected into a layer of necrotic tissue which was apparently of 
decidual origin and which contained many blood-filled spaces. The authors presume 
that, after being formed, the plasmodi-trophoblast became vacuolated, that some of 
the walls of the vacuoles disappeared, and the mass of the plasmodi-trophoblast was 
thus converted into a sponge work into which maternal blood passed, through apertures 
in the walls of the outermost spaces, from an imaginary “implantation space” con- 
taining blood shed from opened maternal vessels. It is difficult to imagine a definite 
space around an ovum which has eaten its way into decidual tissue, and it is more 
probable that processes of the growing plasmodi-trophoblast invaded the surrounding 
and necrosed decidual tissue, enclosed its blood spaces and so brought them into 
communication with the spaces in its substance, or that, by means of enzymes pro- 
duced by the plasmodi-trophoblast, necrosis of the decidual tissue was first produced 
and, subsequently, localised solutions of the surface of the necrosed tissue. The result 
of such localized solutions of the surface would be localized clefts between the 
plasmodi-trophoblast and the necrosed layer of decidua, but not a continuous 
implantation space. As the action of the enzymes continued the enzyme-produced 
spaces would extend into the decidua, and, opening into the blood-filled spaces in its 
substances, would become filled with maternal blood which would then readily pass, 
through apertures in the plasmodi-trophoblastic parts of the walls of the clefts, into 
the substance of the plasmodi-trophoblast, very much in the same way that blood 
enters the plasmodi-trophoblast of the ova of guinea-pigs, mice and rats. 

The interior of the large vesicle was filled with a mass of mesenchyme which sur- 
rounded the two smaller vesicles. The latter were not in contact with each other, but 
lay some distance apart in a space which was produced, it is suggested, by the 
action of the preservative reagents. 

The authors assume that the smaller of the two small sacs was the entodermic or 
yolk sac and the larger the embryo amniotic rudiment, though no trace of a definite 
embryonic area was recognizable. An entodermic sac and an embryo-amniotic sac 
are certainly present in many rodents and also in other mammals, but they are 
always in ccntact and, at a corresponding stage of development are not embedded 
in mesenchyme. It is possible that the two smaller sacs were separated by the 
shrinking of the mesenchyme due to the action of the preservative reagents, but it is 
also possible that the ovum is abnormal. Certainly the presence of mesenchyme 
before the appearance of a distinct middle layer or mesoderm, and the absence of a 
coelom or body cavity are features not seen in the development of mammals generally, 
and if they are normal they are peculiar to the early stages of human development. 
Mesenchymatous strands are apparently present within the chorion of Peter’s ovum 
extending across the cavity and connected with its walls, they are present also in 
older specimens, but in both the latter cases the mesoderm is definitely established. 
The striking feature of the Bryce-Teacher specimen is the great and precocious 
development of mesenchyme. 

The second section of the monograph is devoted to the consideration of an early 
ovarian pregnancy which occurred in association with a normal uterine pregnancy. 
The ovarian pregnancy necessitated an operation, but the uterine pregnancy passed to 
a normal termination. The ovum of the ovarian pregnancy was considerably injured, 
but it presented the villous chorion which has been described in other specimens of a 
similar age, and it lay in a blood-filled space to the walls of which the apices of 
some of the villi were attached. The authors are chiefly concerned with the question 
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of how the ovum entered the ovarian stroma, and they conclude that the ovum was 
fertilized in the Graafian follicle, that it passed through the segmentation phases in 
the substance of the developing corpus luteum, and having attained the blastocyst 
stage it attacked the wall of the follicle and imbedded itself in the ovarian stroma. 
Incidentally the authors express their opinion that the much discussed lutein cells 
are not derived, in the human subject, from the membrana granulosa. 


A Manvat or Mipwirery. By Thomas Watts Eden, M.D., C.M. (Edin.), F.R.C.P. 
(Lond.), F.R.C.S. (Edin.), with 42 plates and 236 illustrations in the text. 
Second edition. London: J. and A. Cuurcuity. Price 12s. 6d. net. 


The fact that Dr. Eden’s excellent book has already reached a second edition 
shows that it has been appreciated by the profession and has filled a want. In going 
through it one cannot fail to be struck with the beauty of the illustrations, the 
excellence of the type and paper, and the general appearance of the work, which 
is a credit to author and publisher alike. When we come to make a more detailed 
and critical examination this favourable impression is strengthened. The first part, 
dealing with normal pregnancy, gives a very clear and succinct account of the 
development of the human ovum so far as it is yet known. This is in itself a boon 
to the busy practitioner, who has no leisure in which to follow up the accounts of 
recent researches in the field of embryology, and who is, at the same time, anxious 
to keep himself abreast of the advances which are being made in the fascinating 
study of mammalian development. Dr. Eden is to be congratulated on the excellent 
manner in which he has presented this complex subject. 

The second part dealing with abnormal pregnancy is also thoroughly up to date. 
Any points which one might feel disposed to question are matters on which there is 
room for difference of opinion. For example the author recommends the clearing out 
of the uterus in cases of hydatid mole with the finger. It is very doubtful whether 
a uterus can be effectually emptied by the finger, and, considering the relationship 
of hydatid mole to deciduoma malignum, there is good ground for thinking that the 
free use of a large curette would be for the ultimate good of the patient in these 
cases. In the same connexion he recommends packing the relaxed uterus, if necessary, 
with iodoform gauze. Such a proceeding has given rise to serious symptoms due to 
iodoform poisoning. There is no advantage in iodoform gauze over sterilized or 
boiled plain gauze and there is no danger of poisoning from the use of the latter. 
In describing the treatment of abortion the author repeats the time-honoured directions 
as to removing the ovum by means of the finger. Whatever the result may be in the 
hands of the experienced specialist the attempt to follow this recommendation is, in 
the case of the average general practitioner, in many instances followed by an in- 
complete evacuation of the uterus, and in not a few instances by symptoms of sepsis. 
The use of a large flushing curette is in the long run safer for the patient. 

The section dealing with normal labour is an excellent one, but in regard to two 
important points it is capable of improvement. In the first place the use of rubber 
gloves is discountenanced. Now this is scarcely in accordance with the teaching of 
modern surgery, and the obstetric art is one which must be practised on surgical 
principles. The average medical man is compelled to handle almost daily in his 
practice cases in which there is suppuration of a more or less dangerous type. The 
easiest way of making him safe for his obstetric patients is to not only direct him to 
thoroughly cleanse and sterilize his hands, but, in addition, to insist that he shall 
wear freshly boiled rubber gloves when he makes a vaginal examination. The routine 
use of gloves by nurses is also a very important step towards the reduction of the 
amount of puerperal sepsis still existing in private practice. The cost is not worthy 
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of serious consideration. A fairly strong and inexpensive glove is quite suitable for 
all the requirements of ordinary midwifery work. It is gratifying to find that the 
author advises gloves to be worn when the placenta has to be removed by the hand. 

In the second place it is important to turn the patient partly over on her back as 
soon as the shoulders have passed the vulva. While she remains in the semi-prone 
position after the birth of the child the uterus is liable to gravitate upwards in the 
abdomen, if the grip on it is relaxed for an instant, and to suck in vaginal fluid and 
air with probable risk of subsequent sepsis or air embolism. 

The important subject of abnormal labour is very fully and very well treated. 
In dealing with face presentations no reference is made to the Schatz Method of 
converting a face into a vertex presentation by manipulating the child through the 
anterior abdominal walls. Probably the author does not regard this method with 
favour. Nevertheless, in a text-book it is an advantage for the practitioner to be 
able to get a brief account of any method which is approved of by any considerable 
section of the profession. The treatment of face and brow presentations might with 
profit to the average reader be somewhat amplified. 

When we come to the treatment of post-partum hemorrhage we find the author 
again recommending the packing of the uterus with iodoform gauze. Now this, it 
may be repeated, is open to two objections. In the first place iodoform gauze can 
hardly be regarded as aseptic or even as strictly antiseptic, and in the second place 
the filling of the large and flabby uterus of a woman who has lost a considerable 
amount of blood is attended with great danger of the absorption of large quantities 
of iodoform. In point of fact instances, in which the patient’s condition became 
alarming from iodoform poisoning, and in which death was apparently only averted 
by the prompt removal of the gauze, could be cited. Sterilised gauze or gauze 
boiled immediately before use is quite as efficacious and much safer than any form 
of medicated material. 

It is to be observed that many of the points above referred to are matters which 
are the subjects of controversy, and that mention of them in no way depreciates the 
value of Dr. Eden’s excellent text-book. Indeed Dr. Eden apparently takes the wise 
view that a text-book should deal only with those things upon which the great 
majority of medical practitioners are in agreement. Judged from this standpoint 
his work is a good exposition of the present state of obstetric surgery in the United 
Kingdom, and is, therefore, a more reliable guide for the student and practitioner 
than it would be if it were a reflection of the doctrines of a particular school, or of 
the views of a small number of practitioners, or of those of the author himself. His 
teaching is sound and his work is a creditable addition to the obstetric literature of 
Great Britain. 

The book is well indexed and is singularly free from misprints. On page 150, 
“Fig. 169” should be ‘‘ Fig. 69.” 

The work can be read by any practitioner of the obstetric art with pleasure and 
profit and can be placed in the hands of students with confidence. It is worthy of 
a very full measure of support. 


